




Director, Supervisor, or Elected Official - Form to Complete
CASE NUMBER (!fappilcableJ 

CAMBRIA COUNTY ACCIDENT INVESTIGATION REPORT 

Department Location (If different from mailing address) 

1. Name of Injured 2. Date of Accident 

3. Employee's usual occupation r· Occupation at time of accident 

5, Nature of injury and part of body 

6, Time of injury 7, Severity of Injury 

D Fatality 
A, AM/PM D Lost Workdays-days away from work 

D Lost Workdays-days of restricted activity 
B. Time within shift: D Medical Treatment 

D First Aid 

c. Type of shift: D Other. Specify 

8. Specific location of accident 9. Phase of employee's workday at lime of injury 

CJ During rest period CJ Entering or leaving plant 

CJ During meal period CJ Performing work duties 

On employer's premises? Dves D No CJ Working overtime D Other 

10. Describe how the accident occurred 

11. Accident Sequence. Describe in reverse order of occurrence, events preceding !he injury and accident. Starting wlth the injury, and moving 
backward in time, reconstruct the sequence of events that led to the injury. 

A. Injury event 

B. Accident event 

C. Preceding event #1 

D. Preceding event #2, #3, etc •.. 

12. Task and activity at time of accident 13. Posture of employee 

General type of task 

Specific activity 14. Supervision at time of accident 

Employee was working: CJ Directly Supervised CJ Indirectly Supervised 

D Alane D With crew or fellow worker D Other. Specify CJ Not Supervised D Supervision Not Feasible 
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15. Causal factors: Events and conditions that contributed to the accident List causation. 

16. Corrective actions. Those that have been, or will be, taken to prevent recurrence. 

17. Time frame for corrective action? 

Prepared by: -------------------------
TI t I e: -------------------------

Depa rt men t: -------------------------
Date: -------------------------

**Pertinent employee information can be found on the 
"County of Cambria Injury and Illness Investigation Report". 



Director, Supervisor, or Elected Official - Form to Complete
COUNTY OF CAMBRIA 

INJURY & ILLNESS INVESTIG.ATION R8PORT 

EMPLOYEE NMm AGE DEPARTMENT JOB POSITION DATE OF INJURY TIME OF JN.JLIRY 

ADDRESS LENGTH OF SERVICE ON HOW LONG DATE REPORTED TO TIME REPORTED TO 
PRESENT JOB EMPLOYED SUPV. SUPV. 

DATE OF BIRTH NORMAL TYPE OF ACCIDENT LOCATION OF 
STARTING TIME (LIFTING, STRUCK BY) ACCIDENT 

EMPLOYEE TELEPHONE NUMBER MARRIED NUMBER OF SOC. SEC. NO, BODY PART NATURE OF INJURY 
YESDNOCl CHILDREN UNDER 18 INJURED (ABRASION, SPRAIN) 

. 

BRIEF DESCRIPTION OF INJURY OR ILLNESS: 

I UNDERSTAND THAT IF THIS INJURY/ILLNESS IS DETERMINED TO BE NON-WORK RELATED I WlLL BE BILLED FOR IBIS VISIT. 

EMPLOYEE SUPERVISOR 

INITIAL MEDICAL EVALUATION REPORT 

DIAGNOSIS: 

TREATMENT: 

. 

WORK STATUS 

CJMAY RETURN TO WORK CJNOT RELEASED 
OMA Y RETURN TO WORK WITH NOTED RESTRICTIONS (SEE COMMENTS) (FOLLOW-UP) 

COMMENTS: 

TYPE/PRINT PHYSICIAN'S _____________ ~··~· ~~-------------' 
NAME 

White - Medical Department 
Yellow - Workers' Compensation Department 
Pink - Administration 

TREATING OR CONSUL TING PHYSICIAN 

Form 4/98-02 
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Employee - Form to Complete
EMPLOYEE STATEMENT OF INJURY 

Date of Report---------
Social Security Number ________ _ 

PART 1- General Information (Please Print) 

Name -----,----------~-:-:"":""----·-----~,--,........------
(First) {M.1.) (Last} 

Address ___________________ _ 

Phone# ----------- Age __ _ 

Marital Status (Cifcle Orn,); S M W D # of Children Under 18 __ Normal Start Time ___ AM/ PM 

Job Title Date of Hire ------------------- ---------
Department _______________ Supervisor _______ . ____ _ 

Date of Injury----------- of Injury ______ AM I PM 

PART II - Details of Injury (Please Print) 

Please describe in detail: What you were doing, the events and circumstances which were involved in 
this matter, including times, dates, exact location, tools, equipment, material, and or substances. 

Nature and Physical Location of Injury 

Witness (s} to Injury __________________ _ 

I certify that the foregoing statement is true and correct: 

(Signature of Employee) (Date) (Witness to Signature) (Date) 
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Employee - Form to Complete 

Office of Human Resources 
401 Candlelight Drive, Suite 239 

Ebensburg, PA 15931 
Telephone: (814] 472-1610 

Fax: (814) 472-1457 

Authorization for Medical Records and Reports 

I authorize any physician or nurse who has attended me, or any hospital to which I have 
been confined, to furnish to my employer, Cambria County and their authorized Workers' 
Compensation insurance carrier, all available information which may be required regarding my 
physical condition and treatment rendered. 

In addition, if necessary, allow them or any physician appointed by them, to examine any 
diagnostic imaging of me or any records regarding my physical condition. I also authorize my 
employer to release any of this information to the occupational health provider. A photostatic 
copy of this authorization is to be given the same force and effects as the original. 

Employee Name (Print) Date 

Employee Signature Date 

Witness to Signature Date 
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Employee - Form to Complete

INCIDENT/ACCIDENT PROCEDURE POLICY KNOWLEDGE 

I, , understand that failure to 
follow the established policy and procedure in reporting a work-related injury shall be 
cause for denial ofmy compensation claim for the frrst ninety (90) days. 

Policy states that any employee who sustains a work-related injury is obligated to treat 
with one of the designated healthcare providers set forth on the Primary Doctor Panel for 
a period of ninety (90) days from the date of immediate treatment 

Failure to follow this procedure is considered a direct violation of established Cambria 
County policy. Written documentation of the violation will be made and filed in my 
personnel file for further reference. 

Date employee reported inciden1Jaccident: 

Date inciden1Jaccident occurred: 

Employee Signature Date 

Witness to Signature Date 
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