
Palm Beach County Supervisor Incident Report 

Occupational Health Clinic: 561-233-5450 Forserious il~juries or illne,\'ses contact the 

Emergency Opera/ions Center: 561-233-3500 

Please type print clearly. This fonn must be filled out by the Immediate Supervisor for work related injuries or illnesses only 

EMPLOYEE INFORMATION 

Name~: ______________________ __ Job Title: ___________________ _ 

DepartmentiDivision: _____________ _ Immedia te S upe rviso .. r: _________________ _ 

Station and/or Shift,~: ______________ _ Immediate Supervisor's telephone numb~e..!.r ... : _____ _ 

INCIDENT DETAIL 

Date oflncident: _______ _ Time: ____ AMI PM Date incident reported to Immediate Supervis""o::.;rc.:.: __ _ 

Inc ide nt Loca tion :'--_____________________________________________________________________ _ 

Briefly describe how the incident occurred\;4..: ______________________________________ _ 

Describe injury / illness & state part of body affecte:;,;d:.:.;..: _______________________________________ _ 

Did the employee seek medical treatment'O Yes D No 
[fyes, what type/where? D First Aid D Occupational Health Clinic D Other, please specifY ....... _________ _ 

INVESTIGATIVE DETAIL 
WITNESSES: 

I. --------"N"A~~~~.----------------------------~lE~L~EP~H~OmN~E~NrCMBnmE~R--------------------

2. 
NA\.1E TELEPHONE NUi\.18ER 

Action needed to prevent recurrenc"'e"-_________________________________ __ 

Was the employee using the appropriate personal protective equipmelil'Nes DNo D Not Applicable 

Was the employee tollowing appropriate safety procedures? DYes DNo D Not Applicable 

Signed---------~N~M~E~DU~T~E~s~u~pmER~vmis~6~R----------
Date ________________ __ 

Department/Division Head Review: ____________________________________________ __ 

Signed ______________ ~~~~~~~~~~--------------
DEP AR TME""iT/DIVIS ION HEAD 

Date _________________ _ 

**************************************************************************************************** 

EMPLOYEE SIGNATURE: ____________ _ Date _____________________ _ 

Please separate and distribute copies as Iollows: 
White: P e rs anne I G re en: Los s C ontro I Canary: De partm e nPink. Clinic Goldenrod.- Employee 

COUNTY FORM 011 Revised 7/99 
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