
Mission Mountain Enterprises, Inc.
EMPLOYEE INJURY REPORT

Date: Time: Location:

Employee Name: 

Witness to Injury:

Body Part Injured (Be Specific):

Type of Injury (e.g.. Bruising, swelling, redness) :

INCIDENT DESCRIPTION

HR/Payroll Administrator needs to be notified ASAP
Name of Supervisor notified and Date notified: 

Doctor notified? □ Yes □ No **Please notify Payroll Administrator as soon as possible if YES**

Name of Doctor seen: Date:

Diagnosis from Doctor: 

Staff Signature: Date:

Supervisor: Date:

Director of Operations: Date:

Executive Director : Date:

OFFICE USE ONLY

Address: Phone: 

DOB:

SS#: Dept: 

DOH: Title: Pay Rate:



Mission Mountain Enterprises
Injury Report Investigation

Please fill out promptly after receiving Injury Report Form

Injuried Employee:_________________________________________________

Date report received:____________________    Initials:____________________

Witness: □ Yes  □ No

Comments from witness: Circumstances surrounding incident

Time off required: □ Yes  □ No   Approximate Length:____________________________________

Policy and Procedure followed: _________________________________________

Proper Lifting followed: ________________________________________________

Special Procedures followed: ___________________________________________
If consumer involved any procedures not followed that could of prevented incident.

Reason to question incident:  □ Yes  □ No

Comment:

Manager's Signature: ______________________________ Date: _____________
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