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         STAFF/FOSTER PARENT INCIDENT/ACCIDENT REPORT











             Page ___ of ___

Name of Staff/Foster Parent________________________________________    Date of Incident_______________
Job Title/Role in Agency________________________________ Time of Incident/Injury____________         AM/PM
Name(s) of Other Staff/Foster Parent Involved____________________  Name(s) of Witness(es)_______________
Name(s) of Youth Involved:______________________________________________________________________

Type of Incident (check all that apply)       FORMCHECKBOX 
Automobile Accident        FORMCHECKBOX 
Illness        FORMCHECKBOX 
Property Damage
 FORMCHECKBOX 
Physical assault by youth        FORMCHECKBOX 
Injury during physical intervention       FORMCHECKBOX 
Injury during other routine duties           FORMCHECKBOX 
Exposure to blood/other potentially infectious materials     FORMCHECKBOX 
Other______________________________________
Detailed description of incident (location of participants, events leading to incident, etc.)______________________ ____________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Explain in detail what part(s) of your body was injured (be specific)_______________________________________ ____________________________________________________________________________________________
Is this injury:
 FORMCHECKBOX 
An original injury?
 FORMCHECKBOX 
A re-injury?

If this is a re-injury, when and where did the previous injury occur?_______________________________________

Name of employer at time of original injury______________________________  Claim Number________________

Describe immediate response to the incident (medical treatment obtained, etc.) and follow-up plan______________

____________________________________________________________________________________________

Date and time you sought medical attention_________________________________________________________
Name of physician/medical provider____________________  Provider’s location (office/hospital)_______________

Are you willing and able to perform light-duty work during your recovery?__________________________________

Persons Notified (contact only person(s) identified as appropriate by agency protocol)

	
	Name of Person Contacted
	Date
	Time
	By Whom
	Method of Contact

	Agency Supervisor
	
	
	
	
	

	Medical Personnel
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	On-Call Staff
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Law Enforcement
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Other
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Other
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly


Staff/Foster Parent Signature_________________________________ Date Report Completed________________

NOTE:  Washington Administrative Code #296-24-025(6) states, “Employee’s responsibility:  Employees shall make a prompt report to their immediate supervisor of each industrial injury.”
Date Report Received by Employer________________________________________________________________

Program Director Review and Comments___________________________________________________________

____________________________________________________________________________________________
