[image: image1.png]



City of Somerville
OCCUPATIONAL INJURY/ILLNESS REPORT – STATEMENT OF WITNESS

PLEASE PRINT OR TYPE.
	Injured Employee’s Name (First, Middle, Last)



	Department



	Date Employee Alleges an Incident Occurred (mm/dd/yyyy)


/
/

	
	
	
	

	When did you know this incident occurred?



	How did you know?



	Where were you at the time?



	Did you actually see the incident occur?


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	What was the employee doing at the time of the alleged incident?


	Describe the incident in detail

	
	
	

	
	
	

	
	
	

	What part(s) of the body, if any, were injured, and how?

	
	
	

	
	
	

	Did employee leave work?




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Any other witnesses present who actually saw the incident?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	If yes, please give name(s)



	What were you and each witness doing at the time?



	Further remarks or information

	
	
	

	
	
	

	Signed under the pains and penalties of perjury
	
	

	Witness’s Name: (PRINT)


	Title

	Witness’s Signature


	Date Completed
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