Trinity County Office of Education

Report to School Administrator of Employee Injury
Employee: Complete this section. If your injury requires more than basic first aid, you must also complete and fax to TCOE an “Employee’s Claim for Workers’ Compensation Benefits” form within 24 hours of your injury.
Today’s Date:

Employee’s Birthdate:


Name of Injured Employee:


Job Title:

Work Site:


Date of Injury:

Time:
  FORMCHECKBOX 
a.m.  FORMCHECKBOX 
p.m.

Where did the accident occur? (be specific)


How did the accident occur? (be specific)


Describe your injury and part of body affected:


List names of witnesses:


Did you leave work after the injury?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 
If “yes,” Date:
 Time:
  FORMCHECKBOX 
a.m.  FORMCHECKBOX 
p.m.
Did you seek medical attention for your injury?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Date seen by a medical provider:
 Name of Provider:

Administrator: Complete this section

What will be done to prevent similar accidents?


Date preventative action to be completed:


Employee 
Date
Site Administrator 
Date
Original to Site Administrator; Copy to TCOE Administrator and Copy to Injured Employee

Date received @ TCOE:
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