
Jackson State University 
Jackson, MS  39217 

 
REPORT OF INJURY RELATED TO EMPLOYMENT 

 
1.  ___________________________________________    _________________________ 
     Name of Injured Employee       Social Security No. 
 
2.  __________________________________________       _________________________ 
    Home Address         Home Telephone No. 
 
3. _________________________________________         _________________________ 
   Job Title                                                                            Date of Employment 
 
4. ____________________________  ________________  ________________________ 
    Department             Date of Iinjury         Time of Injury 
 
5. Describe the Injury ( Be specific, e.g; burned forearm). 
    
     _____________________________________________________________________ 
 
6. How did injury occur?  State what the employee was doing  
    when the injury occurred and the circumstance leading to the injury. 
 
    ______________________________________________________________________ 
 
    ______________________________________________________________________ 
 
    ______________________________________________________________________ 
 
    ______________________________________________________________________ 
 
7. Was there a malfunction of equipment?  _____Yes  _____No 
 
8. If yes, describe malfunction_____________________________________________ 
 
    _____________________________________________________________________ 
 
9. Was first aid administered?  _____Yes   _____No 
 
10. If yes to # 9,  by whom? _______________________________________________ 
 
11. Who was notified?   (Check all that apply) 
       1.   _____ Immediate Supervisor 
             _____ Department Head 
             _____ Other (Please specify)  ______________________________________ 
 
12. Name(s) of Witnesses________________________________________________ 
 
 



 
13. What steps have been taken to prevent a similar injury? 

___________________________________________________________ 
 
              ___________________________________________________________ 
       
              ___________________________________________________________ 
 

14. I certify that the foregoing statements are true and correct to the best 
of my knowledge, and I hereby apply for medical assistance from the 
University.  I also authorize the physician or hospital to release my medical 
records pertaining to this injury to the appropriate University official. 
 
_________________________________________  ________________________ 
Signature of Employee         Date 
 

15. I hereby attest to the correctness of the information listed above. 
 

________________________________________  _________________________ 
Immediate Supervisor        Date 
 
________________________________________  _________________________ 
Department Head                                                   Date 

      
16. This is to certify that ________________________________________________ 

 
was under my professional care due to_________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
 

              _______________________________ _________________________________ 
  Physican                                                 Date 

 
 

17. I herby recommend that this Report of Injury Related to Employment be  
referred to the appropriate insurance agency. 
 

 
____________________________________  ___________________________ 
Area Vice President             Date 
 
____________________________________   __________________________ 
Director of Human Resources            Date 
 
 
Revised 4/22/97 
Office of Human Resources 


