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INJURY REPORT

Office of Human Resources

PO Box 751

Portland, Oregon 97207-0751

1600 SW 4th Ave Suite 518
Portland, Oregon 97201-5221

503-725-4926 tel

503-725-5896 fax
· Employees must immediately report ALL work-related injuries/illnesses to their supervisor.

· Supervisor will complete the supervisor portion of this report.
· Supervisor must immediately submit this completed report

   to the Office of Human Resources. 
TO BE COMPLETED BY THE EMPLOYEE
Print Name of Employee
Job Title    (circle one)    FACULTY      STAFF      STUDENT WORKER
Department    
PSU ID #
Date/ Time of Injury

                                                                 A.M.               P.M.
Time left work that day
                                                                 A.M.               P.M.
Exact location where injury occurred  (Refer to roads and places by exact names; include room numbers and building names.)
To whom did you report the injury/illness? (Please provide contact information: name, department and telephone number.)
Date(s)/ Time of any work missed

Usual working shift                                                      

M   T   W   Th   F   S   S                               A.M.               P.M.
Name(s) of witness(es) and contact information
Describe what happened  (What were you doing before the injury? What objects, machines, or materials contributed to the injury?)

Body Part Injured

Nature of Injury

 FORMCHECKBOX 
 Ankle (L or R)

 FORMCHECKBOX 
 Arm (L or R)

 FORMCHECKBOX 
 Back 

 FORMCHECKBOX 
 Chest

 FORMCHECKBOX 
 Eye (L or R)

 FORMCHECKBOX 
 Face
 FORMCHECKBOX 
 Finger (which one) 

_______________

​​​​ FORMCHECKBOX 
 Foot (L or R)

 FORMCHECKBOX 
 Hand (L or R)

 FORMCHECKBOX 
 Head

 FORMCHECKBOX 
 Hip (L or R)

 FORMCHECKBOX 
 Knee (L or R)

 FORMCHECKBOX 
 Leg (L or R)

 FORMCHECKBOX 
 Neck

 FORMCHECKBOX 
 Shoulder (L or R)

 FORMCHECKBOX 
 Toe (which one)

_______________

 FORMCHECKBOX 
Abrasion
 FORMCHECKBOX 
Allergic Reaction
 FORMCHECKBOX 
Bruise

 FORMCHECKBOX 
Burn

 FORMCHECKBOX 
Cold Weather
 FORMCHECKBOX 
Foreign Body

 FORMCHECKBOX 
Fracture

 FORMCHECKBOX 
Heat Stress
 FORMCHECKBOX 
Laceration 

 FORMCHECKBOX 
Loss of Consciousness

 FORMCHECKBOX 
Occupational Illness

 FORMCHECKBOX 
Dermatitis

 FORMCHECKBOX 
Poison Oak

 FORMCHECKBOX 
Puncture

 FORMCHECKBOX 
Sprain-Strain

 FORMCHECKBOX 
Other__​_____

_______________
______________________________________________________________________________

Employee’s Signature and Date
TO BE COMPLETED BY THE SUPERVISOR
Unsafe Acts

Unsafe Conditions

 FORMCHECKBOX 
Operating without authority

 FORMCHECKBOX 
Failure to warn others

 FORMCHECKBOX 
Making safety devices inoperative

 FORMCHECKBOX 
Failure to use personal protective devices 

 FORMCHECKBOX 
Failure to secure objects

 FORMCHECKBOX 
Using equipment unsafely

 FORMCHECKBOX 
Unsafe loading, mixing, carrying

 FORMCHECKBOX 
Unsafe position or posture

 FORMCHECKBOX 
Working on or moving dangerous equipment

 FORMCHECKBOX 
Operating or working at unsafe speed

 FORMCHECKBOX 
Distracting, teasing, or startling

 FORMCHECKBOX 
Failure to observe safety regulations

 FORMCHECKBOX 
Lack of knowledge or training

 FORMCHECKBOX 
Preventive vehicle accident

 FORMCHECKBOX 
Slips and falls

 FORMCHECKBOX 
Other ​​​​​​​​​________________

 FORMCHECKBOX 
Improperly guarded equipment

 FORMCHECKBOX 
Defective tool or equipment

 FORMCHECKBOX 
Poor housekeeping

 FORMCHECKBOX 
Inadequate lighting

 FORMCHECKBOX 
Inadequate ventilation

 FORMCHECKBOX 
Unsafe design or construction

 FORMCHECKBOX 
Slippery or other unsafe surface

 FORMCHECKBOX 
Inadequate warning systems

 FORMCHECKBOX 
Hazardous storage or arrangement

 FORMCHECKBOX 
Hazardous work procedures

 FORMCHECKBOX 
Combative patient or injury to arresting officer, etc.

 FORMCHECKBOX 
Hazardous weather or environment

 FORMCHECKBOX 
Contact with poisonous plants, insects, toxic chemicals, skin irritants, bites, etc.

 FORMCHECKBOX 
Wearing inappropriate clothing

Date the injury/illness was first reported to supervisor:  _________________________
Does the supervisor have first hand knowledge that the injury/illness occurred on the job?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO      
If not, please explain.
Did the employee miss any work?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO      
Employee’s first day away from work:  _________________________
Has employee returned to work?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO
Expected date of return to work:  _________________________
Did the employee receive first aid only?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

Did the employee receive medical attention beyond first aid?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

Note: If medical care beyond first aid was required, the SAIF 801 Form must also be completed.
Was the SAIF 801 Form also completed?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

Were any of the following notified?      FORMCHECKBOX 
  911           FORMCHECKBOX 
  CPSO           FORMCHECKBOX 
  SHAC           FORMCHECKBOX 
  OTHER  ______________
If so, please explain.
Did the injured employee refuse assistance?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO
Did the injured employee decide to seek medical treatment on their own?      FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO
What practical corrective action will be taken by the supervisor to prevent reoccurrence?
Print Supervisor’s Name  __________________________________

Phone  _______________________

Supervisor’s Signature  ___________________________________  
Date  ________________________





