Injury & Hiness Investigation Report

Insiructions
; manager. Use Frst Aid Log to document
s wil be documented beiow.
fon 1 is 10 DE Completed by employees / Parson reporTing and suomitred 10 your
¢ / manager for further action.

Section 1 - Person injured or reporting iliness to fill in this section - riecse provice ar cetis
regaroing your injury or iiness beiow:

Your full name: 1 am reporting a work Injury/iliness Time of
related: date: injury/illness:
O injury T tiness
|"Have you informed o supervisor | Name of subeNisol,‘ manager: |"oate injury/iliness | Time reported: | Tlam
/ manager of this injury/illness? reported: -
O yes Ono "
[ Temployee | T male |"Phone #: Location injury/illness occumed: - I c_ompunl'premises:
Onon-employee | remale C e
|"Cumentjob fitle: | assigned depariment: | Employee status:
| | | Oruitime  Orartrime  Cseasonal  Clremporary
Name of witness(s) and location of each witness during the injury / illness:

| "wihere, exactly. did the injury / illness occur (specific within a department or area of facility):

|“What were you doing ot the time of the injury / illness?

Describe step by step what led up to the injury / illness (continue the back of page i necessary):

How do you think the injury / iliness could have been prevented?

Describe the injury / iliness:

| For injuries, indicate the locafion by circling below:

Did you see a doclor about this | if yes, whom did you see? | poctor's phone number:
injury / iiness? [J yes Cno
Date: Time: | rorinjury. has this part of your body | if yes. when?
been injured before? [ yes Llno
what equipment, tools were being used of the fime of the injury / liness?

Indicate PPE in use during the injury / illness:

O eye protection  [Hearing protection  Claiow Csafety rootwear apgren  zespirater Toust mesc
weimer  [wign visiviity Clotning  satery vomess  (Jrace snisia DOweiging Heimer

Llother [ist aaditional PPE) L

have answered fo the best of my knowledge. | oiso understand thot the Company wil make
every effort 1o provige arernarive work if restriotions are issued by he Treafing physician.

Your signature: | pate: [ supervisor:

Medical Treatment Declination Statement

nave peen offered medicol reatment ana nove declined it gt this fime; however, | UNderstond Mar | MAay seek medical
treatment ot a later date. | Qlso UNGErSIaNG TNGT | MUST FEPOIT to My SUPeNdsor / Manager in he event that | do seek medical
trectment

Employee signature: [ Date: | witness signature: [ Date:

Medical Record Release

autnorize any licensea physician, medical practitioner. nospital, clinic, pnarmacy. of otner medicaly related facility. insurance
ator, govemment organization, employer, and any of their agents perorming services relating 1o any empioyee
o Workers' compe N, OF PEFSON WNO Nas ANy fecoras of knowleage of me or my
f arugs or alconol, mental discrders, physical history, condirion,
advice, or freatment] 1o reiease this information 10 Universol Forest Products, ifs subsidiaries, of their duly authorizea
fives. | UndenTana mat in executing this authorzation, information cbrained by the Company wil be used for
ritying. evowating, ona aaministering o cigim for benefits ana i vaiia oniy for the auration of my claim. | know Tat 1 or my
authorized representative have a fight 1o request a copy of this authorizafion, and a copy shall be as valid as the original.

Employee name (print): Employee signature: Date:

PROWY/OO0OD

"INJURY &
ILLNESS"

Section One

The employee

should fill out all
fields in section
one completely

and obtain all
sighatures.

Section One is
both Page One
and Page Two.

Continue to
Page Three...




PROWOOD
"INJURY & ILLNESS"

Section Two

A supervisor, manager, or safety coordinator
must complete section two In it's entirely.

Section 2 - Supervisor, manager or safety director to fill in this section - ricse provice
| investigorive derois beiow
Employees hire date: | Mmedical freatment:

e Upoctor, Cinic, Hospital gical Declined mergency Responders

wiere there any safety standards that were compromised that led o the incident? [J yes Tlno 1f yes, piecse cescrice:

[ Describe any damage fo equipment or premises due to the incident:

[ List any factors that you believe confributed fo the incident:

Section Three

How severe was the accident and how often could it happen if corrections / improvements are not made?
- - - -

severity potential: [J maojor Tseri frequency potential: [J frequent (loccasional [J sel
vihat do you think could be done differently to prevent reoccurrence:

| ‘completed by: itle: Date: fhone:

= e A The P lant mana ger

viritten witness statements?
List of light duty assignments reviewed? >
rhotepepteasvituist. Elyes Clao usua“ com |etes
Maps / drawings? O Ore y p

Workers Compensation Survey?

: Secﬁgn 3 -n:osi review sechion - siecse conauer @ fnalreview of o investigotive findings, conciusions and | S e C‘t i O n ‘t h r e e a ft e r‘

e effor:
o) Al oppicabie referen

] S 7 | the investigation.

Post review sign-off by: itle: [ Date:

Page Three




