Workplace Injury Declaration

Enployee Narme:

| |

Enployee ID:

| |

Department:

| |

Date of Injury:

| |

Time of Injury:

| |

Location of Incident:

| |

Description of Injury/Incident:

Witnesses (if any):

| |

Did you receive medical attention?

C Yes C No

Declaration:

Enmployee Signature:

| |

Date:

| |
Submit
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