
Cape Girardeau Public School District No. 63 

Employee Injury Report Form 
 

 

Instructions:  Employees shall use this form to report all work related injuries and illnesses.  This form 

shall be completed as soon as possible and given to the building nurse within 24 hours of the accident/ 

injury for further action. 

 

Date:  ____/_____/______ 

 

Employee Information:   PLEASE PRINT 

 

SSN# ______-______-__________  Name:  _______________________________________ 

Phone: (Cell) ____________________ (Home) ________________ (Work) _______________________ 

Address: _____________________________________________________________________________ 

City:  _______________________________________   State:  ________   Zip Code:  _______________ 

Date of Birth:  ______/______/______ Sex:  _____ Male   ______ Female 

Marital Status:  __________________ Number of dependents:  ____________ 

Title:  ________________________________   Status:  Full/Part-time ________ Wages:  $___________ 

Occupation:  __________________________________   Date of Hire:  ______/_______/__________ 

Injury Information: 

How did injury occur:  __________________________________________________________________ 

_____________________________________________________________________________________ 

Date of injury:  ____/_____ /______ Time of accident:  _________ Time work began:  __________ 

Body part injured:  _____________________________________________________________________ 

Description of injury:  __________________________________________________________________ 

Accident location:  _____________________________________________________________________ 

Witness information:  ___________________________________________________________________ 

_____________________________________________________________________________________ 

Did the injury occur on employer premises?  _____ Yes    _____ No 

If not, location of accident:  ______________________________________________________________ 

Does the employee need outside medical attention?  _____ Yes    _____ No 

Transportation to medical attention:  _______________________________________________________ 

Signature of injured employee:  _________________________________________________________ 

Signature of nurse:  ___________________________________________________________________ 

Signature of supervisor/building principal:  _______________________________________________ 

Additional comments:  _________________________________________________________________ 

_____________________________________________________________________________________ 

Revised 12/1/2016 


