OCCUPATIONAL INJURY/ILLNESS REPORT Case - I

Office Use Only

EMPLOYEE SECTION

Name (Last, First) I/ # C/P/O ] LEOFF | [] LEOFF II

Reason for assignment at time of injury/iliness, if not at permanent assignment (e.g. detail, debit, overtime)

Address where injury/exposure occurred: Incident # (if applicable):
Date of Injury: / / Time: Date reported: / / Time:
Time employee began work: Number of hours worked prior to injury:

TYPE OF CASE
[ ] TIME LOSS - LAYOFF: Date: / / Time:

[] NO TIME LOSS (Medical Treatment Only)
[ ] EXPOSURE — (see POG 6005 Infection Control Plan for policies/procedures and additional forms required)
[] PRECAUTIONARY (No Time Loss or Medical Treatment)

DESCRIPTION

What was the employee doing when the incident occurred? (Be specific. Describe the activity, as well as the tools, equipment, or
material being used.)

What happened? (Describe how the injury/iliness occurred).

What was the injury or illness? (Describe the part of the body that was affected and how it was affected) (E.g., lower back strain,
needle stick to left index finger, right ankle sprain, etc.)

What object or substance directly harmed the employee?

Witness(es) to injuryl/illness:

Name/CPO of Supervisor at the time of injury/iliness (please print):

PHYSICIAN INFORMATION
[] Treated in an Emergency Room [ ] Hospitalized overnight as an in-patient

Name of Hospital/Clinic transported to or seen at:

Physician’s Name: Physician’s Phone #

Physician’s Address:
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LOCATION
[ ] Fire Station [] Fire Scene [] On or relating to App #

[] Service Response Scene [] Aid Scene [] Other (specify)

Co. Staffing attime of injury:( 11 [2 [3 [H4 [5

ACTIVITY
[] Fire Suppression-Structure L]1EMS [] Station Duties
[] Fire Suppression-Non-structure [] Responding to/from Alarm  [] Physical Fitness
[] HazMat-Fixed Site [] Training [] Inspecting
[] HazMat-Transportation [ ] Technical Rescue [ ] Rescue/Extrication
[] Service Response [] Other (specify)

PERSONAL PROTECTIVE EQUIPMENT (at the time of injury - check all that apply)
] Uniform Shirt [] Turnout Coat [ ] SCBA (covered) [] Fluid Shield Mask
[] T-shirt/Sweatshirt [] Turnout Pants [] SCBA (stand-by) [] Particle Mask
[] Gym clothes [] Turnout Boots [] Goggles ] HEPA Mask
[] Foul Weather Coat ] FF Gloves [ ] EMS/Safety Glasses [] HazMat Level A
[] Uniform Pants (1 Work Gloves [ ] EMS Gloves [ | HazMat Level B
[] Safety Shoes [ ] Hood [ ] EMS Gown [ ] HazMat Level C
[] Helmet [] Other (specify)
Employee Signature Date

IMMEDIATE SUPERVISOR'S INVESTIGATIVE FINDINGS - Forward to 2nd Level Supervisor (BC or DC)

Findings/Actions Taken/Prevention Plan:

I, as the Supervisor, have reviewed the above information as filled out by the injured/ill employee. | have discussed with the

employee that this form is not an Application for Benefits (SIF-2) under the Washington Industrial Insurance Act. | have also

discussed with the employee possible future prevention. | concur that the information is accurate and complete. If not, | have
made such notation in the above comments section.

Supervisor Signature Print Name & CPO Date

SECOND-LEVEL SUPERVISOR'S INVESTIGATIVE FINDINGS (BC or DC) - Forward to Disability Officer

Second-Level Supervisor Signature Print Name & CPO Date

HEALTH & SAFETY OFFICER: REVIEW & COMMENTS

HSO Signature Print Name & CPO Date

Distribution: Employee’s Medical File - Workers' Compensation - Health & Safety Office - Employee
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