
(to be completed by                                                 MPS Employee Incident Report                                                                                                      
 SSC Manager, Nurse, Principal or designee)                                            (instructions on next page)                                                                                                                                                                                                                            

PART A                                                                            Employee Information              

1.  Name:  2. Sex:      3. Assigned to:                           Phone:  

4.  Home address:______________________________      
     Address line 2: ______________________________  
    City: ________________ State:_____    Zip: _______  

5. Home phone:    6. Cell phone:    

7. Birth date:  8. Marital:     9. Deps:      

10. Supervisor:   11. Employee #  

12. Position / Title:     13. Position start date:   14. MPS start date:  

15.  Position Status:     16. Work days/week:     17. # hrs/day:  18. Shift start:                         --  

PART B                                                                            Injury Information              
19. Injury date/time:      
                        --   

20. Injury Location:     

         
 

21. Date reported:  

 

22. Reported to:   
 

23. Last work date prior to injury:   
 

24.  Type of injury (ies):    (Click all that apply)     
    Abrasion, scrapes       Amputation         Broken bone        Bruise           Burn        Concussion       Crushing Injury        Cut, puncture        Hernia               
    Foreign body                  Dislocation      Illness          Sprain       Strain      Irritation           Infection          Other:               
 

25.  Body part (s) affected:    (Click all that apply)            Left          Right       
     Skull / Scalp           Nose            Shoulder         Upper arm            Wrist               Abdomen          Hip             Lower leg           Toes 
     Eye                          Neck            Spine                Elbow                    Hand               Tailbone            Thigh         Ankle                   Other: 
     Mouth/Jaw            Back            Chest                Forearm                Finger             Pelvis                 Knee           Foot              

PART C                                                                     Initial Investigation Information              
 

26.  Employee description of what happened (what were the activities, tasks, tools, materials, equipment, positioning, people, conditions, etc.): 
 

 

 

27.  Weather:     Indoors    Sunny     Cloudy     Rain     Snow     Sleet/Icing     Lightning         Temp: #               Wind Speed:#       mph   
 

28.  Witnesses (anyone with knowledge of the incident)          
           

Name: ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ        
        Phone#: ψψψψψψψψψψψψψψψψψψψψψ    
Name: ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ  

Phone#: ψψψψψψψψψψψψψψψψψψψψψ 

 

29. Clarifying facts or info / witness statements  (anything that can clarify): 
 

 

30. Initial treatment:   
 None      1

st
 aid       School Nurse     Clinic/Hospital       

 E.R.         Hospital overnight               Hospital > 24 hrs 
 Name of Hospital: ___________________________      
 

NOTE:  Employees may  not  change Doctor  after completing the  

Doctor Choice form.  Please notify  HR with any change request 

 

31. Classify report as:      
    Days Lost likely   
    Restricted Duty likely                      
            (see block 32) 

    Medical Visit ONLY     
    Information or Record ONLY 
           (no medical outside of work) 

 

32. Possible restrictions:        None 
  

   Walking         Grasping          Push/Pull       
    Carrying         Standing          Sitting 
    Bending         Lifting               Reaching 
 
         Completely off work  

 

33.  Form preparer name and title 
 

 
 
 

34. Form preparer signature 

 
35.  Date prepared 
 

 

 

SSC MANAGERS, NURSES, PRINCIPALS, DESIGNEES PLEASE SAVE FILE AS:    INCIDENT REPORT EMPLOYEE NAME & DATE OF INCIDENT     

SAVE FILE & E-MAIL IT TO kkcoleman@mpsomaha.org OR FAX TO KIM COLEMAN AT  402-715-8409 

MPS INCIDENT REPORTS SHOULD BE COMPLETED AND SENT/FAXED ASAP BUT WITHIN 24 HOURS (IF EMERGENCY, COMPLETE WHEN POSSIBLE) 

mailto:kkcoleman@mpsomaha.org


mailto:kkcoleman@mpsomaha.org
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