
REVISED 7.26.24 

 INJURY REPORTING INSTRUCTIONS 
Every employee is to report any work-related injury or illness to his/her supervisor immediately. Failure to 
report an injury/illness may result in a delay or forfeiture of rights available from Workers’ Compensation.  

1. Complete the First Report of Injury form
• Highlighted areas need to be completed in their entirety.

2. Contact Business Operations immediately
• Business Operations will report the injury to LWCC, if necessary. The injured employee may

sometimes be required to participate in the initial telephone call to LWCC with Business
Operations.

3. Initial Medical Treatment
• Business Operations will then give a required authorization for medical treatment for work-

related injury, if necessary.
• For minor injuries requiring basic first aid only, no authorization for treatment is needed.
• A Drug & Alcohol test will be required for all injuries resulting in medical treatment or

property damage (with the exception to first aid). The employee has 4 hours from the time
of the accident to produce a specimen.

4. Gather Statements
• The injured employee needs to complete the Employee Statement of Injury/Illness form. It

must be completed in its entirety and signed by the employee. If possible, the form should
be completed the same day as the injury/accident.

• Any and all witnesses need to complete the Witness Statement of Injury/Illness form. It
must be completed in its entirety and signed by the witness.

5. Investigation
• Supervisors need to complete the Supervisor Accident Investigation form immediately. It

must be completed in its entirety and signed by the injured worker’s supervisor.
• Take pictures of the scene of the accident and any related information

**Emergencies** 

IF IMMEDIATE MEDICAL ASSISTANCE IS REQUIRED, 911 SHOULD BE CALLED. THE 
EMPLOYEE’S SUPERVISOR SHOULD NOTIFY BUSINESS OPERATIONS IMMEDIATELY AND 
SUBMIT THE FIRST REPORT OF INJURY FORM.



WORKERS COMPENSATION – FIRST REPORT OF INJURY OR ILLNESSWORKERS COMPENSATION – FIRST REPORT OF INJURY OR ILLNESS

LWC-WC IA-1 IAIABC 2002
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Employee Statement of Workplace Injury/Illness 

PURSUANT TO LSA-RS 23:1208 AND 1208.1 OF THE LOUISIANA WORKERS’ COMPENSATION ACT, I UNDERSTAND THAT THE FAILURE TO ANSWER 
TRUTHFULLY ANY OF THE QUESTIONS BELOW SHALL RESULT IN (1) A FINE OF NOT MORE THAN FIVE HUNDRED DOLLARS OR IMPRISONMENT 
FOR NOT MORE THAN TWELVE MONTHS OR BOTH, AND (2) A FORFEITURE OF COMPENSATION AND MEDICAL BENEFITS UNDER THE LOUISIANA 
WORKERS’ COMPENSATION ACT 

 FORM REVISED 7.26.24 

I AM REPORTING AN:  INJURY□ ILLNESS□ NEAR MISS□
Name:_________________________________________________ Position:____________________________________ 

Supervisor:_____________________________________________ Center: _____________________________________ 

Date of Injury/Illness:______________________________      Time of Injury:____________________ 

Have you reported the injury/illness to your supervisor? Yes□      No□
Names & Contact Information of Witnesses (if any):_______________________________________________________ 
__________________________________________________________________________________________________ 

What parts of your body were injured?__________________________________________________________________ 

Do you need to seek medical attention? Yes□      No□
If no, please initial that you understand that you have a right to medical care and are choosing not to seek care at this 
time, if you need medical care in the future please notify your supervisor immediately _____  

Have you ever injured or had medical treatment for this part of your body prior to this incident? Yes□      No□
If yes, please explain:________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Where were you when the accident/near miss occurred? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

What were you doing at the time of the accident/near miss? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Describe in detail the events of the accident/near miss, including all things leading up to and following the incident: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

I certify that all above information is true and accurate to the best of my knowledge: 

_________________________________________________________  __________________________ 
Employee Signature               Date 



Supervisor Accident Investigation & Report of Findings 

FORM REVISED 7.26.24 

THIS IS A REPORT OF:    NEAR MISS□ FIRST AID ONLY□ MEDICAL ONLY□ LOST TIME□ 
Remember to save any video surveillance and/or take pictures of property damage or scenes of the accident 

Has the Human Resources Department been notified?      Yes□      No□
Employee’s Name:________________________________________ Date & Time of Incident:______________________ 

Employee’s Position:______________________________________ Center:____________________________________ 

Employee’s Address:_________________________________________________________________________________ 

Employee’s Contact Number:__________________________________________________________________________ 

Employee’s Length of Employment:      0-3 Months□ 4-6 Months□        7-12 Months□         1 year +□
INJURY INFORMATION 
Please check the appropriate box that describes the body part affected by the nature of the injury/illness. 

Head Stomach/Torso Contagious Hernia 

Neck Internal Contusion/Bruise Strain 

Face Back Cut/Puncture Sprain 

Mouth Shoulder Dermatitis Infection 

Arm (Left) Hand (Left) Poisoning Fracture 

Arm (Right) Hand (Right) Electric Shock Hearing 

Leg (Left) Foot (Left) Foreign Body (Eye) Burn 

Leg (Right) Foot (Right) Unconsciousness 

Knee (Left) Amputation Scratch 

Knee (Right) Asphyxia Radiation 



Supervisor Accident Investigation & Report of Findings 

FORM REVISED 7.26.24 

ACCIDENT DESCRIPTION 

Describe fully how the accident/near miss occurred:_______________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What was the affected employee doing prior to the accident/near miss? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What was the cause of the accident/near miss? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What was the exact location of the accident/near miss?____________________________________________________ 

Was the accident/near miss the result of unsafe act(s)?  Yes□      No□
If yes, please explain:________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Were unsafe work conditions a factor in the cause of the accident/near miss? Yes□      No□
If yes, please explain:________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Were any unsafe conditions reported or observed prior to the accident? Yes□      No□
If yes, please explain:________________________________________________________________________________ 
__________________________________________________________________________________________________ 

What part of the employee’s workday did the accident/near miss occur? 

Entering or Leaving Work □            During Meal/Break □ During Work Related Travel □
During Normal Work Activity □     During Overtime Shift □



Supervisor Accident Investigation & Report of Findings 

FORM REVISED 7.26.24 

What is your recommended preventative action? 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

How and when do you plan to implement preventative measures? 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Additional Comments (Supervisors - please note whether medical care was offered and if the staff member accepted or 
declined): 
__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

I certify that all above statements are true and accurate to the best of my knowledge: 

________________________________________________________ __________________________ 
  Supervisor Signature               Date 

Reviewed by:_____________________________________________      Date: _________________________ 



Witness Statement of Workplace Injury/Illness/Near Miss 

FORM REVISED 7.26.24 

I AM REPORTING AN:   INJURY□      ILLNESS□      NEAR MISS□
Witness Name:_____________________________________________________________________________ 

Witness Contact Number:____________________________________________________________________ 

Name of Employee Involved in Accident:________________________________________________________ 

Date of Injury/Near Miss:________________________________ Time of Injury/Near Miss:_______________ 

Did you visibly witness the events of this accident/near miss? Yes□      No□
If employed by RCCDC, has the accident/near miss been reported to the supervisor? Yes□      No□ 
Was the affected employee working at the time of the accident/near miss? Yes□      No□
To the best of your knowledge, was the affected employee following safety procedures? Yes□      No□
Please list all areas of the body the affected employee stated was injured or in pain: 
__________________________________________________________________________________________ 

What was the employee doing at the time of the accident/near miss? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Where did the accident/near miss occur? 
__________________________________________________________________________________________ 

Where were you when the accident/near miss occurred? 
__________________________________________________________________________________________ 

What were you doing at the time of the accident/near miss? 
__________________________________________________________________________________________ 

Describe in detail the events of the accident/near miss, including all things leading up to and following the 
incident:___________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

I certify that all above statements are true and accurate to the best of my knowledge: 
__________________________________________________________________________________________ 

WITNESS SIGNATURE 
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