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COL

ACCIDENT/INCIDENT REPORT FORM

SECTION | — PERSONAL INFORMATION OF INJURED Today’s Date

ARE YOU EMPLOYED BY YAVAPAI COoLLEGE? AYES UNO IFYEsS— AFuLL TIME QPART TIME LSTUDENT EMPLOYEE
IF YOU ARE NOT EMPLOYED BY YAVAPAI COLLEGE, WHAT IS YOUR STATUS? STUDENTONLY QVisiTorR UVoLUNTEER WOTHER

EMPLOYEES & VOLUNTEERS, EMAIL COMPLETED FORM TO AskHR@YC.EDU WITH subject: Accident Report Form [Last Name, First Name] /Encrypt
STUDENTS & VISITORS, EMAIL COMPLETED FORM TO CAMPUSPOLICE@YC.EDU WITH subject: Accident Report Form [Last Name, First Name] /Encrypt

LAST NAME: FIRST NAME: Ml :

ADDRESS (STREET, PO BoX, CITY, STATE, ZIP)

DATE OF BIRTH: HOME PHONE:

EMERGENCY CONTACT INFORMATION
NAME: PHONE:

SECTION Il - EMPLOYEE INFORMATION (IF APPLICABLE)

NORMAL WORKING HOURS: QavdpPm TO dav Qpm NUMBER OF DAYS PER WEEK USUALLY WORKED:

EMPLOYEE DEPARTMENT: PosiTioN: WORK PHONE:

SECTION IIl - ACCIDENT/INCIDENT INFORMATION

DATE OF ACCIDENT/INCIDENT: TIME OF ACCIDENT/INCIDENT: Q AM 04 PM

DID THIS HAPPEN: dCOMING INTO WORK DURING WORK HOURS LEAVING WORK OTHER

LOCATION OF ACCIDENT/INCIDENT:

WHIcH Campus: ACHINO VALLEY UCTEC QOPRrescott UPRESCOTT VALLEY WSEDONA QVERDE VALLEY UOTHER

DID INJURED PERSON SEEK MEDICAL ATTENTION: A YEsS O No DID INJURED PERSON GO TO EMERGENCY RooM: d YEs O No

WHERE DID INJURED PERSON SEEK MEDICAL ATTENTION — PROVIDE NAME AND ADDRESS OF PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL

IF HOSPITALIZED, HOSPITAL NAME:

TYPE OF ACCIDENT/INCIDENT: PART OF BODY INJURED:

URiGHT QLEFT

Describe what happened (use back of sheet for additional information):

WITNESS TO ACCIDENT/INCIDENT: PHONE :

WEATHER CONDITIONS AT TIME OF ACCIDENT/INCIDENT:

ACCIDENT/INCIDENT RELATED TO: [ JFLOORING/SURFACE [JLIQUID/VAPORS [ JWEATHER/NATURE [JOTHER

SIGNED BY: INJURED PERSON'’S SIGNATURE (PRINT & SIGN): DATE:

SIGNED BY: SUPERVISOR'’S SIGNATURE: (PRINT & SIGN) DATE:

WAS COLLEGE POLICE CALLED TO THIS ACCIDENT/INCIDENT: m YES 0 NO

Employees and Volunteers, email completed form to HumanResources@yc.edu with subject: Accident Report Form
[Last Name, First Name] /Encrypt
Students and visitors, email completed form to CampusPolice@yc.edu with subject: Accident Report Form [Last Name,
First Name] /Encrypt

For HR or College Police office use only: O Email form to David.Teague@yc.edu  [J Save form in M-files
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