
 

 
 

EMPLOYEE ACCIDENT REPORTING 
 
 

Should an EMPLOYEE be injured on our premises and require emergency medical attention, it is 
everyone's responsibility to react swiftly.   
 

1. Managers/HR should seek appropriate medical care for the Employee.  
a. In the event of an emergency, call 911. Emergencies include: 

i. Choking 
ii. Unconscious or disoriented 

iii. Severe bleeding 
iv. Off-balance, unable to walk 
v. Hot, dry skin 

vi. Seizure or convulsions 
vii. Difficulty breathing 

viii. Chest pain or discomfort 
ix. Profuse sweating 
x. Severe abdominal pain 

b. If it is not an emergency, call the 24/7 Nurse Line – 1-844-334-6470. 
 

2. Employee must submit to a drug and alcohol screen at the medical facility – forms provided by 
HR. 
 

3. If the injury or illness is acute, the Employer should always send the Employee to the nearest 
medical emergency department. 

 
4. If the injury or illness is not acute, the Nurse Line will advise which Medical Provider the 

employee should seek treatment.   
 

5. Supervisors must complete the REQUEST FOR MEDICAL TREATMENT FORM and send with the 
employee to the treating physician or facility. 
 

6. Complete the ACCIDENT, INCIDENT & OCCUPATIONAL DISEASE REPORT FORM following all 
work-related accidents resulting in employee injuries.  Upon completion, it should be sent to the 
HR department.   Please be sure to include all details of the incident, as well as provide contact 
information for any witnesses.   
 

7. Following the receipt of care, employees must submit a copy of any documentation, bills, or 
restrictions received for their care. 
 

 
 
  



 
TO BE COMPLETED AT THE TIME OF THE INCIDENT/ACCIDENT 
 

Section A:  General Information 
 
Employee Name 

 
Department/Position 

 
Supervisor 

 
Date of Incident 

 
Time of Incident 

Section B:  Incident Description 
(Include individuals, location, equipment, materials, safety devices, and personal protective equipment) 
 
 
 
 

Cause of Event – Root Causes (e.g., unsafe equipment, lack of training, etc.) 
 
 
 

What corrective actions are being taken to prevent recurrence? 
 
 
 
 

 
Have person(s) involved received training or instruction in the work             
or activity being carried out?                                                                                  Yes        No 

 
 
Was there any supervision of the work or activity being carried out?            Yes        No 

 
Supervisor’s Comments (Additional information on event) 
 
 
 
 

If injury occurred, please check one: 
 
     No First-Aid administered, returned to work                                Saw a physician, returned to light duty 
 
     First-Aid administered, returned to work                                      Saw a physician, time loss 
 
     Saw a physician, returned to work                                                  Refused medical treatment 
 

Supervisor’s Signature                                                                          Date 
 

 

ACCIDENT, INCIDENT & 
OCCUPATIONAL DISEASE REPORT 

FORM 



ACCIDENT REPORT FORM—WITNESS STATEMENT 
 

TO BE COMPLETED AT THE TIME OF THE INCIDENT/ACCIDENT 

Section A:  General Information 
 
Witness Name: 

 
Department/Position: 

 
Employee(s) Involved: 

Incident Location: 

 
Date of Incident: 

 
Time of Incident: 

 
Date of Witness Statement: 

 
Time of Witness Statement: 

Section B:  Witness Statement 
INSTRUCTIONS: Complete in your own words, the immediate events leading up to and including the incident 
event. Your effort to provide complete descriptive details of the events is essential to determine the facts 
about this incident.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
I have read the above statement and certify that it is true to the best of my knowledge. 
 
Witness Name:                                                                                                                   Date: 
Witness Signature:                                                                           
 
Safety Officer Name:                                                                                                            Date: 
Supervisor’s Signature:                                                      
 
 

 



 
 
 
 
 
 

REQUEST FOR MEDICAL TREATMENT FORM 
 

Part 1: (To be completed by Supervisor) 
 
Employee Name:         Social Security No:      
 
Date:           Supervisor Name:       
 
Employer Name:   Advantus Corp    Supervisor Phone Number:      
 
Employer Address:   12276 San Jose Blvd, Suite 618, Jacksonville, FL  32254   
 
Date of Injury:         Location of Injury:       
 
Injury Description:               
 
               
 
Insurance Carrier:    Zurich             Policy Number:  130503   
 
Address: 
  Zurich  

P.O. Box 968070 
Schaumburg, IL  60196 

 
 
Part 2:  (To be completed by Employee.  Employee should take this form to the Primary 
Care Physician or treating physician.) 
 
English:  I authorize payment directly to the provider for the medical services rendered and I 
authorize the release of medical information to Carrier/Claim Administrator or its designed for 
medical review. 
 
Spanish:  Autorizo a que se efectue el pago irectamente I proveedor por los servicios medicos 
prestados, y autorizo la divulgacion de informacion medica a la Compania de Seguros / 
Administrador de Reclamaciones o a la persona designada para la revision medica. 
 
Employee is required to submit to a mandatory alcohol and drug screen within 24 hours 
of incident at Medical Treatment Center (or alternate location pending Human Resources 

Department approval). 
 
Employee Signature:         Date:     
 
 
 
 
 



 
 
 
 

 
PRESCRIPTION AUTHORIZATION 

 
Part 1: (To be completed by Supervisor.) 
 
Employee Name:         Social Security No:      
 
Date:           Supervisor Name:       
 
Employer Name:   Advantus Corp    Supervisor Phone Number:      
 
Employer Address:   12276 San Jose Blvd, Suite 618, Jacksonville, FL  32223   
 
Date of Injury:          
 
Location of Injury:               
 
Injury Description:               
 
               
 
 
 
Insurance Carrier:   Zurich      Policy Number:   130503  
 
Address: 
 
   Zurich Customer Care Center 
   PO Box 66946 
   Chicago, IL  60666-6946 
 
Part 2:  (To be completed by Employee.  Employee should take this form to the 
Pharmacy.) 
 
English:  I authorize payment directly to the provider for the prescriptions services rendered and 
I authorize the release of medical information to Carrier/Claim Administrator or its designed for 
medical review. 
 
Spanish:  Autorizo a que se efectue el pago irectamente I proveedor por los servicios medicos 
prestados, y autorizo la divulgacion de informacion medica a la Compania de Seguros / 
Administrador de Reclamaciones o a la persona designada para la revision medica. 
 
 
 
Employee Signature:         Date:     
 
 
 



 
 
 
 
 



 
 
 
 
 


