City of Helena

Supervisors Incident Report

To be completed by Supervisor and returned to Human Resources within 5 days following the incident.

Supervisor’s Name:      

Date:      

Department/Division:      

Incident
 FORMCHECKBOX 
 Injury
 FORMCHECKBOX 
 Illness
 FORMCHECKBOX 
 Property Damage
 FORMCHECKBOX 
 Close Call

Date:      

Time:      

 FORMCHECKBOX 
 AM         FORMCHECKBOX 
 PM

Exact Location:      


Witnesses:      

Give details of incident:      


Injury/Illness    Part of body affected:      


Describe injury/illness:      

Company 1st aid:   FORMCHECKBOX 
 NO     FORMCHECKBOX 
 YES, describe:      


Emergency Room:   FORMCHECKBOX 
 NO     FORMCHECKBOX 
 YES, how transported?      


Doctor:      


Treatment:      

Lost time:  FORMCHECKBOX 
 NO     FORMCHECKBOX 
 YES, estimated # of days to be lost      
*
Restricted Duty:  FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES, estimated # of days restricted      
*
*Send medical documentation as soon as possible

Any additional information:      

Property Damage Give details of damage:      

Estimated cost of repairs:  $     


Other damage:      

Estimated value/repair cost:  $     


Close Call  Describe potential for injury/illness:      

All   Describe initial opinions of contributing factors:      

Supervisor Signature
Date


Received in HR:  Date:
By: 


Reviewed by Department Head: 
Date


Referred for investigation:   Yes  No

HR and/or Department Head comments:


