
                                      EMPLOYEE STATEMENT

Complete All Sections
	EMPLOYEE INFORMATION

	Your Name

	Last 4 Digits of your SSN

	Length of time employed at stratus


	Your Position 

	Your Phone Number

	Your Home Address (Street, City, State, Zip)


	INCIDENT INFORMATION 

	Name of person involved in the incident?


	Actual Incident Date:


	Actual Time of the Incident:



	Time & Date Incident Reported:


	Weather Conditions:

	Who at Stratus was Incident reported to?



	Supervisor’s Name:


	Jobsite:


	Specific Area/Equipment Working In:



	Specific Activity Being Performed When Incident Occurred:



	Indicate all PPE You Were Wearing or Using:


	Indicate the Tools or Equipment Being Used When the Incident Occurred:



	Describe the Physical Condition(s) of the Worksite When the Incident Occurred (activity level, noisy, wet, etc.):



	How Did The Incident Occur? Describe the sequence of events. Use reverse or separate sheet, if necessary. 

For example: I stepped back to inspect work and slipped on scrap material.  As I fell, I brushed against a fresh weld and burned my right hand.

	

	

	

	

	

	

	

	

	Indicate if anyone else witnessed the incident, whether before, during or after? Use reverse or separate sheet, if necessary.

	Witness #1:


	Witness #2:


	Witness #3:



	Incident CLASSIFICATION & tREATMENT

	specific Body Part(s) Injured:



	Treatment Provided: 

	 FORMCHECKBOX 
 Refusal 

(complete form)
	 FORMCHECKBOX 
 None Required
	 FORMCHECKBOX 
 First Aid (On-site)
	 FORMCHECKBOX 
 EMS (On-site)
	 FORMCHECKBOX 
 Transported to Clinic
	 FORMCHECKBOX 
 Transported by Ambulance

	Did You Return to Work During Your Shift?           FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No  ( If “No”, Indicate reason below)

	

	

	Are you Satisfied with the Initial Actions/Treatment in Response to Your Incident?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  ( If “No”, Indicate reason below)

	

	


	EMPLOYEE STATEMENT

	In Your Opinion, What was the Primary Cause of the Incident?

	

	

	

	How Can this Incident be Prevented from Happening Again? (List Actions)

	

	

	

	

	

	

	

	What Could Have Been Done Differently to Prevent this Incident? (List Actions)

	

	

	

	

	

	

	Employee signature:
	Date:

	ReviewS and Comments

	Reviewed by (Supervisor’s Name):
	Statement clear and complete?  ( Yes    ( No   If no, provide comments:

	Comments:

	

	

	Supervisor’s Signature
	Date:
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