(to be completed by MPS Em ployee Incident Report

SSC Manager, Nurse, Principal or designee) (instructions on next page)

PART A Employee Information

1. Name: 2. Sex: 3. Assigned to: Phone:
5. Home phone: 6. Cell phone:

4. Home address: P P

Address line 2:
City:

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

State: Zip:

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:

Injury Information
20. Injury Location:

19. Injury date/time:

21. Date reported: 22. Reported to: 23. Last work date prior to injury:

24. Type of injury (ies): (Click all that apply)

[ Abrasion, scrapes [JAmputation []Broken bone []Bruise = [JBurn [JConcussion []Crushing Injury [JCut, puncture [JHernia

O Foreign body [ Dislocation  [] lliness OSprain [ Strain Olrritation [ Infection [ other:

25. Body part (s) affected: (Click all that apply) [ Left [JRight

[OSkull /Scalp  [ONose [ Shoulder [JUpperarm  [] Wrist [ Abdomen [] Hip O Lowerleg [J Toes
Oeye COONeck Ospine [ Elbow O Hand [J Tailbone [ Thigh [JAnkle O other:
OMouth/law O Back  [chest [J] Forearm [ Finger  [] Pelvis OKnee [ Foot

Initial Investigation Information

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

o

27. Weather: [Jindoors [JSunny [JCloudy [JRain [JSnow []Sleet/Icing [] Lightning Temp: # Wind Speed:# mph
28. Witnesses (anyone with knowledge of the incident) 29. Clarifying facts or info / witness statements (anything that can clarify):
Name: PUipipipuuupueueiuePeEEEYPEYY
Phone#: Py
Name: Py pedppggppy
Phone#: YUy
30. Initial treatment: 31. Classify report as: 32. Possible restrictions: None
None 1"aid  School Nurse  Clinic/Hospital Days Lost likely Walki G . h/pull
E.R. Hospital overnight Hospital > 24 hrs Restricted Duty likely c a |.ng Sraszl.ng Fs’us /Pu
Name of Hospital: (see block 32) Barr(;/.lng L'tfi'n Ing R'ttmf.
. . ending ifting eaching
NOTE: Employees may not change Doctor after completing the :\ﬂfdlcaltYISIt Ol;LY 4 ONLY
. ; ; nformation or Recor
Doctor Choice form. Please notify HR with any change request (no medical outside of work) DC ompI et er 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 T [if.(ae) (Al lalCdia) XXl alelale MR, 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)
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