BNL OCCUPATIONAL INJURY CLASSIFICATION FORM


	Case Number:  
	     
	Date of Injury:
	     

	Name:
	     
	Date Reported:
	     

	Part of Body:  
	     
	Notification sent:
	Yes FORMCHECKBOX 
 No FORMCHECKBOX 



DECISION TREE

	Classification and Decision Category
	Yes
	No

	Was there an injury or illness?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is work-relationship established?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case involve a BSA employee?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case involve a contractor or subcontractor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case involve a guest  FORMCHECKBOX 
, user  FORMCHECKBOX 
,student  FORMCHECKBOX 
, visitor  FORMCHECKBOX 
 , visiting scientist  FORMCHECKBOX 
,or a member of the general public  FORMCHECKBOX 
?  (may check more than one box)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case meet OSHA criteria for a first aid case per 29 CFR 1904.7(b)(5)(iii)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case meet the General Recording Criteria?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is this a new injury?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If this is not a new injury, was there a significant exacerbation of an old injury/pre-existing work condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was the person removed from the work place due to medical surveillance reasons?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case involve job transfer  FORMCHECKBOX 
, days away from work  FORMCHECKBOX 
, restricted or transitional duty assignments  FORMCHECKBOX 
, or termination  FORMCHECKBOX 
 as a result of the injury/illness?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does this case involve an incident that resulted in no injury/illness?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is this an athletic injury?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If this case has been determined not to meet first aid, nor recording criteria, is this an observation?  What is the observation only determination based on?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is this case determined to be for information only?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has this case been recorded on the OSHA 300 Log?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has the Injury/Illness Analysis Report been completed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has a Workers’ Compensation Claim been filed for this case?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has the CAIRS Report been submitted electronically to DOE in a timely manner?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



MISCELLANEOUS (IF APPLICABLE)
	Additional Information
	Yes
	No

	Did this occur while employee was on travel status?  Where?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was this a weather-related injury?  Which type?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did this occur on Overtime? Which day of the week?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did this injury result from a Motor Vehicle Accident on or off-site?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did this injury result from manual material handling? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If this is the result from manual material handling, was an ergonomic evaluation done?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did this result from an exposure in the work environment?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If this is the result from an exposure, was an industrial Hygienist consulted?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Had this individual been injured in the workplace at sometime before this injury?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If this incident was not reported immediately as required, was HR notified?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did this injury occur as a result of a workstation exposure?  When was the most recent assessment of the workplace done?      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was this case analyzed with SHSD involvement? ( by whom if applicable)      
	 FORMCHECKBOX 

	 FORMCHECKBOX 



DETERMINATION IF FIRST AID CASE

	Classification
	Yes
	No

	Using nonprescription medication at nonprescription strength
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Administering tetanus immunizations, cleaning, flushing or soaking wounds on the surface of the skin
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using wound coverings such as Band-aids, bandages, gauze pads, etc. or using butterfly bandages or steri-strips
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using hot or cold therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using non-rigid means of support, such as elastic bandages, wraps, non-rigid back belts
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using temporary immobilization devices when transporting an accident victim (for example: splints, slings, cervical collars, backboards)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Drilling a fingernail or toenail to relieve pressure, or draining fluid from a blister
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using eye patches
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Removing foreign bodies from the eye using only irrigation and/or a cotton swab
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Removing splinters or foreign material from areas other than the eye by irrigation, tweezers, cotton swabs or other simple means
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using finger guards
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using massage
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Drinking fluids for relief of heat stress
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Anything else is medical treatment and no longer first aid
DETERMINING EMPLOYEE TRAVEL STATUS

	Classification
	Yes
	No

	Did the employee incur an injury or illness while in the course of traveling to or from a location as a requirement or condition of employment?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	At the time of the injury, was the employee engaged in a work activity, conducting job tasks, traveling to and from business contacts, entertaining or being entertained to transact, discuss or promote business at the employer’s direction?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the employee check into a hotel or motel, thereby establishing a “home away from home” prior to the injury occurring?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the accident happen at the temporary residence?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the accident happen while the employee was commuting from the temporary residence to the job location/work site/conference?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the injury or illness occur during a detour for personal reasons?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was the employee present at the location voluntarily?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was the employee involved in a motor vehicle accident while running errands, traveling to make a speech or attend a meeting or professional conference at the request of the company?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the resulting injury meet the general recording criteria?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was a Workers’ Compensation Claim  FORMCHECKBOX 
 and/or a CAIRS Report  FORMCHECKBOX 
 completed for this case?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Date:
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