MIOSHA SUPERVISOR’S ACCIDENT/INCIDENT ANALYSIS

Accident investigations should be performed when an accident/incident occurs that requires medical treatment as defined by OSH Part 11, Recording and Reporting of Occupational Injuries and Illnesses.  Except in unusual and serious circumstances, this report must be completed by the injured/ill employee’s immediate supervisor within five (5) calendar days of an employee work related injury/illness, and after the “State of Michigan Workers’ Compensation Claim OSE/EHM Form – Rev. April 2008” has been submitted.  A copy of the OSE/EHM form should be attached to this report for reference, if available.  The supervisor must interview the employee and any witness(es), take pictures, draw a sketch and/or take measurements, if appropriate, and keep accurate notes for future reference.  It is important to report accurate information and report only known facts.

	Part of Body Injured:

 FORMCHECKBOX 
 None 

 FORMCHECKBOX 
 Right Ankle   

 FORMCHECKBOX 
 Left Ankle 

 FORMCHECKBOX 
 Right Arm 

 FORMCHECKBOX 
 Left Arm  

 FORMCHECKBOX 
 Back 

 FORMCHECKBOX 
 Right Eye 

 FORMCHECKBOX 
 Left Eye 

 FORMCHECKBOX 
 Finger 

 FORMCHECKBOX 
 Right Foot 

 FORMCHECKBOX 
 Left Foot 

 FORMCHECKBOX 
 Right Hand 

 FORMCHECKBOX 
 Left Hand 

 FORMCHECKBOX 
 Head 

 FORMCHECKBOX 
 Right Leg 

 FORMCHECKBOX 
 Left Leg 

 FORMCHECKBOX 
 Neck 

 FORMCHECKBOX 
 Right Shoulder  FORMCHECKBOX 
 Left Shoulder 

 FORMCHECKBOX 
 Other 


	Type of Injury:

 FORMCHECKBOX 
 No Injury 

 FORMCHECKBOX 
 Lost Days 

 FORMCHECKBOX 
 Restricted  Days 

 FORMCHECKBOX 
First Aid 

 FORMCHECKBOX 
 Medical Treatment 

 FORMCHECKBOX 
 Other 
	Accident Type:

 FORMCHECKBOX 
 Caught In/Under/Between 

 FORMCHECKBOX 
 Fall on Same Level 

 FORMCHECKBOX 
 Fall to Different Level 

 FORMCHECKBOX 
 Slip  FORMCHECKBOX 
 No Fall 

 FORMCHECKBOX 
 Lifting/Overexertion 

 FORMCHECKBOX 
 Cumulative Trauma 

 FORMCHECKBOX 
 Struck Against 

 FORMCHECKBOX 
 Struck By 

 FORMCHECKBOX 
 Touched/Absorbed/ Inhaled  

 FORMCHECKBOX 
 Other 


	Nature of Injury/Illness:

 FORMCHECKBOX 
 Bruise/Crush/Contusion 

 FORMCHECKBOX 
 Carpal Tunnel 

 FORMCHECKBOX 
  Cut/Scratch/Puncture 

 FORMCHECKBOX 
 Dislocation 

 FORMCHECKBOX 
 Foreign Body 

 FORMCHECKBOX 
 Fracture 

 FORMCHECKBOX 
 Other 


Employee Name:       
Date of Incident:      
Service Years in This Position:      
Working Title:      
Was Operation a Regular Part of Employee’s Job?   MacroButton  YNNoIt Y  FORMCHECKBOX 
   MacroButton  YNQuestionIt N  FORMCHECKBOX 

Name of Witness(es) and Telephone Number:

     









     
     
Narrative of Accident:  (Based upon your interviews and investigation, describe the incident/accident including the details of what preceded the event and how the injury occurred – who, what, where, when, and how) – attach statement if necessary.

     
List the direct and indirect cause factors.  Direct or specific causes are the objects or substances that caused the injury or illness.  Indirect or common causes are unsafe actions, conditions, policies and procedures, training, decisions, personal and environmental factors or a combination of the above.  Indirect causes can also be described as those that are built into the work.  Consider the following:

Equipment/Material:  Equipment failure, unguarded, improper materials (weight, shape).

Workplace:  Confined, ventilation, lighting, noise, work surface, housekeeping, building and grounds policies, procedures and safe work practices, procedures unclear, inadequate safety rules, incomplete risk assessment or job safety analysis done on job, inadequate preventative maintenance, inadequate training, not trained to observe, notice, recognize and respond to developing emergencies.

Human Factors:  Disregard instructions or rules, fatigue, distraction, by-pass safety devices, proper PPE not selected or used, awkward body position or posture, did not apply training, took short cut, risk taking, capabilities exceeded.

Direct Causes:       
Indirect Causes:       
What immediate actions were taken to prevent reoccurrence?       
Recommendation to prevent reoccurrence:       
(For MIOSHA Office Locations Only)

Was Facility Management notified?

 FORMCHECKBOX 
 No

   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 Not Appropriate 

If yes, name of Facility Manager:       
Please provide a recommendation to prevent a reoccurrence.  Identify specific actions as well as changes management could make to a system.

     
Supervisor’s Signature & Date:  

Immediate supervisor completing this report should maintain a copy and submit original to Division Director and MIOSHA Safety and Health Coordinator for review.

Division Director’s Comments:  

     
Division Director’s Signature & Date:

Division Director to send to Agency Director for review.

Agency Director’s/Deputy Director’s Signature & Date:  

Copy – Division Director

Copy – Agency Director

Copy – MIOSHA Safety and Health Coordinator
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