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LA SIERRA UNIVERSITY 
Accident Investigation Report 

 
NAME OF INJURED:___________________________________________________________ 
                                                          (Last)                                          (First)                                      (Middle) 
ADDRESS:___________________________________________________________________ 
                                          (Street)                                              (City)                       (State)     (Zip Code) 
PHONE: (Please circle one) H    W    C: (_____)_____________________________________ 
 

DEPARTMENT & I.D. # ACCIDENT 
DATE & TIME 

 
SUPERVISOR / INSTRUCTOR’S NAME:__________________________________________ 
(Not Student)                                                          (Last)                                 (First)              (middle) 
ADDRESS:___________________________________________________________________ 
                                          (Street)                                              (City)                        (State)     (Zip Code) 
 
PHONE: (Please circle one) H    W    C: (_____)______________________________________ 
 

SUPERVISOR / 
INSTRUCTOR’S TITLE 

INVESTIGATION 
DATE 

Check all factors contributing to the accident: 
□ HUMAN   □ SITE CONDITIONS   □ EQUIPMENT/TOOLS/MATERIALS 
 Training     Physical layout    Operation 
 Task performance   Walking/working surfaces   Safety guards and controls 
 Work history   Lighting     Condition and maintenance  
     Weather     Labels/signs/tags 
□ TIME FACTORS   □ POLICIES AND PROCEDURES  □ OCCUPATIONAL EXPOSURES 
 Work shift    Safety Policies and Procedures   Air containments 
 Cause/effect relationships   Operating specifications   Chemicals 
 Sequence of events   Regulations and standards   Noise 
          Biohazards, human body fluids 
          Radiation 
□ PERSONAL PROTECTIVE EQUIPMENT 
 Was personal protective equipment required? □ Yes □ No Was it being used? □ Yes □ No   

If “No” explain:_________________________________________________________________________________________________________________ 
Was it being used as trained by supervisor or designated trainer?  □ Yes □ No 
If “No” explain:_________________________________________________________________________________________________________________ 

□ OTHER FACTORS CONTIRBUTING TO THE ACCIDENT_______________________________________________________________________ 

1. NATURE OF INJURY__________________________________________________________________________________________________ 

2. WHERE THE EVENT TOOK PLACE____________________________________________________________________________________ 

3. PARTS OF BODY AFFECTED/DIAGNOSIS______________________________________________________________________________ 

4. ACCIDENT REPORTED TO (Check all that apply):    _____LSU Health Service    _____Supervisor    _____Security    _____OSHA 

5. LIST LAW INFORCEMENT AGENCY PRESENT (Check all that apply):    _____Fire    _____Police    _____Paramedics  

6. MEDICAL TREATMENT (Check all that apply):    _____First Aid    _____Medical Referral (Located to :____________________)    ___Death 

Explain all checked factors in the space below.  Use back of page if needed.  
 
List recommended corrective action.  Use back of page if needed. 
 
Name of Person responsible for Corrective Action 
 

Department Responsible for Corrective Action 

Anticipated Date of Corrective Action 
 

Actual Date of Corrective Action 

SUPERVISOR/INSTRUCTOR’S SIGNATURE 
______________________________________________________ 
 
PRINT:_____________________________________ 

DATE SIGNATURE OF INJURED PARTY  
______________________________________________________ 
 
PRINT:_____________________________________ 

DATE 

RISK & SAFETY MANAGER SIGNATURE________________________________________     
PRINT:_____________________________________      DATE:_____________________________ 

OFFICE USE ONLY 
DEATH:_____  Date:______________  Time___________(circle one):     AM      PM       REPORT TO OSHA   ____Yes   ____No 

**Report to OSHA within 8 hours of death or serious injury**   
**See OSHA Supplemental Sheet** 

**OSHA (San Bernardino): Phone (909) 383-4321, Fax (909) 383-6789** 
Please complete & return to: Director, Risk Management & ADA 
 4500 Riverwalk Parkway, Riverside, CA 92515   (951) 785-2102, FAX (951) 785-2095 
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OSHA Supplemental Sheet 

 
 
Incidents requiring reporting to the Division within 8 hours: 
 

 Fatal injury to an employee 
 

 Serious injury or illness to employees 
 
A serious injury or illness is defined as: 
 

 Loss of a member of the body (e.g., amputation); or 
 

 Serious degree of permanent disfigurement (e.g., crushing or severe burn type injuries); or 
 

 In-patient hospitalization in excess of 24 hours for other than observation.  
 
 

Employers are not required to report any injury or illness or death caused by an accident on a public street or 
highway, or by the commission of a Penal Code violation, except a violation of section 385 of the Penal Code. 

If a fatal or serious injury or illness to an employee occurs the employer must report by telephone or fax to the 
nearest district office of the Division (refer to Cal/OSHA poster) not longer than 8 hours after the employer 
knows or with diligent inquiry would have known of the incident. If the employer can demonstrate that exigent 
circumstances exist the time frame for the report may be made no longer than 24 hours after the incident. 

Information required to be reported to the Division: 

1. Time and date of accident. 
2. Employer’s name, address and telephone number. 
3. Name and job title, or badge number of person reporting the accident. 
4. Address of site of accident or event. 
5. Name of person to contact at site of accident. 
6. Name and address of injured employee(s). 
7. Nature of injury. 
8. Location where injured employee(s) was (were) moved to. 
9. List and identity of other law enforcement agencies present at the site of accident. 
10. Description of accident and whether the accident scene or instrumentality has been altered. 

 



Explain all checked factors in the space below. 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
 
List recommended corrective action. 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
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