 SUPERVISOR’S MISHAP REPORT
 Case/File Number (Safety Office Use Only)

     

NOTE:  Supervisor, please complete all items and return to the Peninsula Safety Office via email (safety1st@nwsy.navy.mil) or to Building 1959 room 162, within three (3) working days of mishap.    Phone #:   887-4661   FAX #:  887-4964   

                                                                                                                                                                                                       

Check all that apply:     FORMCHECKBOX 
   Personnel Injury               FORMCHECKBOX 
   Property Damage              FORMCHECKBOX 
   Government Motor Vehicle Mishap 



NAME OF INJURED/INVOLVED PERSON:

     
SSN:     
GRADE/JOB TITLE:

     


AGE:  
DOB:     
SEX:     FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
ACTIVITY/CODE:     
UIC:     

WORK SCHEDULE (include Alternate Work Schedule, day off if applicable):      

YEARS EXPERIENCE

In Present Job:                At Task:     

DATE OF MISHAP: 

     
TIME OF MISHAP: 

      
EXACT LOCATION OF MISHAP(i.e., bldg #):

     


TYPE OF INJURY/MISHAP (i.e., cut, burn, bruise, strain, property damage, motor vehicle mishap):     
BODY PART INJURED (i.e., left leg, right knee):

     


ACTIVITY AT TIME OF MISHAP (i.e., bending, lifting, walking, driving):     
SOURCE OF INJURY (i.e., material handling, falling object):

     


ROOT CAUSE (i.e., inadequate training, inadequate maintenance):     

CONTRIBUTING CAUSE (i.e., inattention, fatigue, habit, haste):     


WEATHER CONDITION:     
LIGHTING CONDITION

 FORMCHECKBOX 
   Adequate                                         FORMCHECKBOX 
   Inadequate

PPE REQUIRED FOR TASK?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No       WORN?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     ADEQUATE?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

PPE USED:



WORK STATUS

 FORMCHECKBOX 
  Full Duty       FORMCHECKBOX 
  Light Duty       FORMCHECKBOX 
  Sent 

                                                                 Home
DATE WORK STOPPED

     
DATE RETURNED TO WORK

     

MEDICAL DIAGNOSIS FROM CLINIC/DOCTOR:     


Property Damage Involved?     FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No          If Yes, State Cost to Repair/Replace/Clean-up:     
                  

Rev Feb 2003                                                                                                                                                              CONTINUED ON BACK
SUPERVISOR’S DESCRIPTION OF MISHAP (DETAILED):     


WHAT CORRECTIVE ACTION IS BEING TAKEN OR RECOMMENDED TO PREVENT FUTURE SIMILAR MISHAPS?     


SUPERVISOR’S NAME:

     
SUPERVISOR’S SIGNATURE:
PHONE #:

     
DATE:

     


(Safety Office Use only)                           SAFETY OFFICE INVESTIGATION


 FORMCHECKBOX 
   FA      FORMCHECKBOX 
   NLT      FORMCHECKBOX 
   LT                          REPORTABLE?     FORMCHECKBOX 
   YES      FORMCHECKBOX 
   NO



INVESTIGATION FINDINGS:     


INVESTIGATOR’S SIGNATURE:


DATE:     


Rev Feb 2003

