Injured Worker’s Statement

BROOKHAVEN NATIONAL LABORATORY

	Name
	BNL Life #
	Occupation
	Workplace Telephone

	
	
	
	

	Line or other Organization
	Supervisor
	Supervisor Telephone

	
	
	


Optional:  Union Representative (Name): __________________________________

What happened?  Describe the incident. Tell what happened, how it happened, why it was being performed and end with the nature and extent of injury or damage as you recall it. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	What could have helped prevent this event?



	Part(s) of Body Injured:


	Exact Location of Incident (Building, street, etc.):
	  FORMCHECKBOX 
 Indoors    FORMCHECKBOX 
 Outdoors


	Names of Witnesses
	Occupation or Job Title
	Telephone

	
	
	

	
	
	

	
	
	


Describe any Personal Protective Equipment (PPE) that was worn at the time of the injury?

                             Additional page(s) attached   FORMCHECKBOX 
 
	Worker Signature and Date:


	Statement Accepted By and Date:






Return this form to your supervisor immediately.                                                      Rev. 4-26-10
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