7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: {952) 835-1288 Fax: (952) 835-4881
Website: www.employersolutionsgroup.com

DECLINE OF MEDICAL TREATMENT FORM

This form is only to be signed if you do not require medical attention in relation to your
report of an on the job incident.

, L erern \9"57[ (Y £EV) |, acknowledge that | have reported on the job
incident. The facility has offered me medical attention to be administered by the
facility’s designated workers’ compensation physician. However, at this time | feel | dg
not require medical attention and by signing this form 1 am stating that { can safely
complete the essential functions of my job without compromising the safety of my co-
workers, residents, or myself. | understand that if my condition changes in relation to
this work related incident that | must notify the facility's administrator before seeking
any medical attention,

By signing this form | am declining medical attention by a physician at this time,
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Employee Date Su'perviso;r




Branding Iron
Employee Incident Report

PLEASE COMPLETE ALL INFORMATION (To be completed by Supervisor with employee)

Your Name (please print): i,@7/5""6’x Pévzfgf‘f()/\ Today’s Date: //"‘ So ’((ﬁ’
Date Accident Occurred: // -X 9’/@ _Time Accident Occurred: a.m. ?76 p.m.
Time you started working: a.m. ? 3° p.m. Were you working overtime? _____ Yes _A_No
Your regular department: I‘II'QS Shif: 1 >< 2 : h
Date of birth: o — ) ¥ — ¥9 Date of hire: _ //— A /— /6

Were you performing your regular job? A Yes No If not, where were you working? =

Please describe in complete detail what happened and list equipment, tools, or machines that were involved.

Employee/Witness Statement:
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Please check all appropriate boxes below: Part of Body Affected

Head Upper Extremities” Trunk Lower Extremities i

_ Ear ____vight___ left ___Elbow right __left ____Back (Middle) ___Ankle __right____left

___Eye __ right_ left - X Upperarm __2§right __&Fm: __ Back {Lower) ___Hip _right__ left

___Nose _ Wrist _right___ left zBack {Upper) ___Knee _ right____left

_ Skull ___Hand _ right__ _left ___ Tailbone __ Upperleg,___right___left

__Teeth %_Shoulder _/é right ___ left __ Chest ___lowerleg_ right___left

___Face 7 Forearm __ right____ left __ Other ___Foot _ right____left
_ Thumb  ___ right___ left _ Toe(s) ____right___left
___Fingers ____right___left

Nature of Specific Injury

Abrasion (scratch) Burn (thermal} Laceration (cut)
Burn (chemical) Contusion (bruise) Puncture
__Electrical shock - __&Eln, Sprain ____Foreign body in eye
" Type of Accident - »
Caught infon/between Fall (different level) x Cumulative trauma (repetitive)
Contact w/electric current Inhalation, absorption Struck against or struck by object
Collision {vehicle) " Ingestion Other {please explain)
Fall (floor level) Infection

p) . 7 — / /
Did anyone else see this happen? > Yes* No *If yes, indicate names 74,(/&,/\ _ / /;,ﬂ*(’;’i é//_\- / J{f‘n i
Did you see the Company nurse? Yes No #A’E-P// SH iwas Sere b A it
Did you go to the Emergency Room? Yes > No  Name of Hospital:\ _¢ai n,f/s%n}a /m’,o{,w 7

Did you see a Physician? Yes 7“\No Physician Name and Phone:
*request statement/incident report from witnesses

)5

Vs

This is an accurate report of my injury or near miss.
Employee Signature: fj/?,v % Ay 4
VAl

Investigating Supervisor Signature:

Date: //’]0’%
- Date:f//"‘ fé“"/‘@




Branding Iron
Supervisgr’s Incident Reporting and Investigation Form

Employee’s Name ﬂ@é,i\ /ﬂa;/f/ja//) , Supervisor's Name Mq# %y ﬁ/{

Job Title and Department Dec kg O

Work Location D;Wn 15;'“0,/\ ' Reporting Supervisor /%L#“ - JZ?/M}/
Type of incident: (check one) [ ] Incident/Near Miss JZ’rnJury i
Incident Date //«— l Time & So IDAM @PM, Date Reported //~ S0 ' Last Day Worked

Describe what the employee was doing just before the accident/incident occurred.

weking fatly’ Lo a  boX
fucks <y

Describe how the accident/incident occurred (be SPECIfIC about body part injured):
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When and to whom did the employee first report the incident: M /z’"j / /év’/f ///ﬁ% /,/éa 7%,4 ;

winesses: /0yt peses Ay Mo rneiiud dud 5h soid TEmy- Beh—fronch a4/

ot

[N

Tobe completed within 24 hours by the Supervisor / Department Manager A 7;7 ﬁ.}/&_
Describe in detail the task the employee was doing at the time of injury (include vehicle, equipment or tools used): }

Describe your findings of the incident, what was employee doing when injured, how and where did it specifically occur:

/é‘/t e ’%fc/%’ o/ // 3o M"‘} //»»?7——5‘16/ j)zl'c,,ngl/ Aff/ .5,&/%% 7Zé/ /c
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Interview W|tnesses or co-workers for additional insights. .~ Attach sheet for addxtlonal Info/comments. /4@;’ C/d .
Was this the employee’s regular work assignment? EYes l:lNo If no, was person trained for assignment? [lves DNO
Causal Factors . Yes No Comments Corrective Action

Environment

1.1 Did the work area design contribute to the injury?

OO
NN

1.2  Wasthe area cluttered?

8

1.3 Did the employee have to be in this area to complete the job?

1.4 Were other conditions (noise, air contaminants, extreme
temperatures, etc.) a contributing factor?

1.5 Other

Equipment/Tools

O ‘Q‘N\

Nl oo

2.1 Was the correct equipment being used?

2.2 Was the correct equipment readily available?

2.3 Did any defects or change in equipment/material contribute
to hazardous conditions?

2.4 Is regular maintenance done on machinery/equipment?

2.5 Arethere any maintenance logs?

FRE R
(S I |

2.6 Was the employee using PPE (Shoes, apron, goggles)? /D
Method s
3.1 Was the employee performing according to SOP? /fj/ | ;
3.2 Wasthere a better method to perform task? ‘ | ,ZI/
Emplovee \ /
4.1  Was safety equipment specified for this job? (List all) [ JZ/

+

4.2 Was this equipment being used?

4.3  Have safety procedures been established for this task?

4.4 Were safety procedures being followed? If no, why?

N
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4.5 Wasthe employee trained on necessary equipment?




Branding Iron
Witness Incident Report

PLEASE COMPLETE ALL INFORMATION (To be comp/e:zby Supervisor with employee)

Your Name (please print): Ml /ﬁg éi Lg Today’s Date: _//~ 3¢~ /é

Date Acade?t Occurred: l/" _?ﬁj "/44” Time Accident Occurred: a.m. 4?() p.m
Fnesse

Time you started working: a.m. 236} p.m. Were you working overtime? Yes )<No

Your regular department: 'Ddxck @uj X Shift: 1%t )( 2nd 3rd

Were you performing your regular job? é Yes No If not, where were you working?

Did you see this happen? :

Who was involved in the lnCIdenﬁ? /eyiérv« Pe' S NN

What date did this occur? | \—a % — }(

Are you aware of anyone else that witnessed this |nc1dent? _ Yes { N No *if yes, indicate names

*request statement/incident report from witnesses

Please describe in complete detail what happened and list equipment, tools, or machines that were involved.,

Employee/Witness Statement:

j }74’>/ié¢[/ 4/697/75/4« pt/ S SO Qt/ic/ /’lu’lwm %feu&//‘ﬂ_,
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This is an accurate repor of/my njury g ej i

Employee Signature: \A« ‘{ Date: / /-*-' 0~ /)(ﬁ\
30 — /-

Investigating Supervisor Signature(mm, Date: // 3 /ié

RETURN THIS ORIGINAL TO THE HR MANAGER IMMEDIATELY AFTER INCIDENT
Rev. 7/2013




