WARREN COUNTY SPECIAL SERVICES SCHOOL DISTRICT      EMPLOYEE ACCIDENT REPORT
682 OXFORD ROAD, OXFORD, NJ 07863

PHONE:  908-223-7275


FAX:       908-223-7314
FAX FORM AS SOON AS POSSIBLE AFTER INJURY.  IF UNABLE TO FILL OUT ACCIDENT REPORT, HAVE SOMEONE FILL OUT AND FAX REPORT FOR YOU. 

DO NOT GO TO ANY DOCTOR BEFORE NOTIFYING THE OFFICE.
Name __________________________________ School Assigned to ______________________
Marital Status _____________________
 Dependents _______




Home Address __________________________________________________________________
______________________________________________________________________________
                       Street                                       City                             State

Zip
Home Phone # _______________________ S.S # ____________________ DOB_____________ 

Date of Accident _____________________ Time __________________ a.m./p.m.
Occupation ____________________________________________________________________
School/Facility where the accident occurred __________________________________________
Address _______________________________


___Phone# 



Where in the school did the accident occur? ___________________________________________
Name(s) of person(s) present at the time of the accident 











________________________
_____________

What were you doing at the time you were injured? ____________________________________













Describe what happened:
___________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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EMPLOYEE ACCIDENT REPORT (CONT’D)

Describe in detail the injury and the parts of the body-affected (specify right or left if applicable):
Name the School Nurse who administered first-aide:____________________________________

                   Employee Signature



             Superintendent Signature
 Date:
 





Date:  




~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
For Office Use Only   -  FILL IN BLANKS PRIOR TO CALLING FIRST MCO @ 1-800-831-9531
Name and Address of treating Doctor _______________________________________________

______________________________________________________________________________

Name and Address of Hospital _____________________________________________________

Hire Date: ____________________

Hours Worked Per Day: ___________________

Wages (Hourly)________________

Time Work Day Starts: ____________________

Missed Time From Work: _________

Reference Number: _______________________

Date Reported


     

Report Taken By: 




Case Manager & Phone Number
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