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	Employee Name:


	Banner ID:

	Department


	Job Title

	Date and Time of Injury


	Date Injury Reported to Supervisor:
	Location Injury Occurred

(Room# and Building)
	EHS Internal File #

	What was employee doing at the time of the injury?



	Time employee began work for the day:

Hours worked per day:


	Name of Person Notified:



	Names of Other Injured Person:



	Names of All Witnesses:



	Type of Injury (ex. Cut on finger):



	Detail Description of Accident:



	Cause of Accident:



	I understand the information above will be used by employer to help determine liability for injury.  I acknowledge that the above statement is a true and accurate representation of the requested information, and providing any false information may be considered a fraudulent act for which I may be prosecuted.  I understand that it is my best interest to cooperate with the ECU Workers' Compensation Administrator to return to work as soon as the physician believes I am able and I agree to do so.

Employee Signature                                                                                                                                                                                      Date                                                           


ECU Workers' Compensation Program


Employee Statement of Injury








This form must be completed in full by all injured employees, and submitted along with the NCIC Form 19 to EH&S, 210 East Fourth Street as soon as possible or at least within 72 hours of the accident.  All injuries must be reported immediately to a supervisor or Environmental Health and Safety Office at 328-6166.








