Germantown Municipal School District                    
Employee Injury Report

In order to qualify for any benefits, an employee must give notice of the accident to his immediate supervisor on the day the accident occurs unless the employee is prevented by disability from the accident from giving such notice.

Employee Name_____________________________________________  SS#________________________________ DOB_________________ 

Address_________________________________________________ City/State________________________ Zipcode___________________ 

School or Work Location _____________________________________________ Job Title______________________________________ 

Date of Employment____________________________

Date of Injury___________________  Time__________________  Date Reported___________________ Time___________________ 

Please specify Insurance Coverage__________________________________________________ 

Give a clear description of the incident, including what the employee was doing, how the accident occurred, and where it occurred:   _________________________________________________________________________________________________  
_____________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________________

Specify part(s) of body affected and nature of injury: (example:  back strain, left ankle sprain etc.)
_____________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________________ 

What type of treatment was required?  ________________________________________________________________________________ 

If injury required MEDICAL treatment please fill in blanks below:

Emergency treatment was given at: ____________________________________________________________________________________ 

If EMERGENCY treatment was received who authorized visit?  _____________________________________________________ 

Was employee released to return to work after treatment?  ___________ Yes         ___________ No

If employee was not released following treatment, what instructions did the attending physician issue?

_____ limited duty    _____full duty    _____recheck if needed     ______recheck     _____ referred to specialist
_____ surgery     _____ other

Have you had prior injuries to affected area(s)?  ______ Yes     _____ No
If yes, was this prior injury work related?  ______Yes    _____ No

I authorize the disclosure and release of my medical information, including copies of records and reports, pertaining to me as may be required for administration of the On-the-Job Injury program.

____________________________________________________________     ______________________________________________________________ 
Employee’s Name                                       Date Signed          Supervisor                                                       Date Signed

Instructions:  Complete this application then print a copy for employee and supervisor to sign.  Mail the signed copy to the Superintendent’s Office.  Please keep a copy for your records.  You should then email the completed form to Kathy Dudley at kathy.dudley@gmsdk12.org.  If you have any questions, please call 901-752-7889.
[bookmark: _GoBack]Attention:  This form contains information relating to employee health and must be used in a manner that protects the confidentiality of employees to the extent possible while being used for processing of OJI reports.
[Type text]	[Type text]	[Type text]
Germantown Municipal Schools offers educational and employment opportunities without regard to race, color, creed, national origin, religion, sex, age, or disability and adheres to the provisions of the Family Education Rights and Privacy Act (FERPA).
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