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UNIVERSITY OF MAINE SYSTEM




INCIDENT REPORT




Workers’ Compensation: Employee Injuries & Illnesses

___________________________________________________________________________________________________________________________________________________________


	
	Instructions:  Use this form to report employee work-related injuries or illnesses.  Employees should notify their supervisor of the injury or illness and also contact their campus workers’ compensation administrator.  The campus administrator will assist with completion of this form and report the claim for the employee to Cannon Cochran Management Services Inc. (CCMSI), the company that administers the University’s workers’ compensation claims.  (An exception to this process is at the UM campus where supervisors report the claim directly to CCMSI).
Cannon Cochran Fax#:  207-347-7099

	

	
	If you have any questions, contact the Sr. Claims Representative for Cannon Cochran:
Loree Libby 1-866-787-8894  or  207-262-4386     LLibby@ccmsi.com


	

	
	Important Note:  Employees should also follow campus-specific protocol with regard to reporting work-related injuries or illnesses. Even if a work injury or “near miss” incident may not be workers’ compensation reportable, the injury or incident should still be reported to the employee’s supervisor and appropriate campus administration.
	

	
	____________________________________________________________________________________________________________________________________________________
	


1-General Information

	Location (name of campus and campus location):
	     
	

	Date of Loss:
	
	Time of Loss:
	     
	Coverage Code: WC              
	 Report Type:   FORMCHECKBOX 
 Claim     FORMCHECKBOX 
 Report Only
	

	


2-Claimant’s Personal Information

	Last Name:
	     
	First Name:
	     
	MI:
	     
	
	

	Street:              
	
	City:
	     
	State:
	     
	Zip:
	     
	

	Social Security #:
	     
	Date of Birth:
	     
	Home Phone:
	      
	Work Phone:
	     
	

	Marital Status:    FORMCHECKBOX 
  Married     FORMCHECKBOX 
 Unmarried (single, widowed or divorced)     FORMCHECKBOX 
 Separated
	Gender:    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F      
	

	


3-University Specific Fields 
	Employee Id #
	     
	Dept.: 
	     
	Supervisor’s Name:
	     
	

	Supervisor’s Title:
	     
	Supervisor’s Phone:
	     
	Time Employee Begins Work: 
	     
	

	Employee performing regular duties?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Activity engaged in:
	     
	

	Did another person cause this accident?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, who caused the accident?
	     
	

	Is there reason to doubt validity of claim?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, reason:
	     
	

	Reoccurrence of an existing case?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No         If yes provide date of original case:
	     
	
	

	Did Dr. or other licensed healthcare professional prescribe days away from work, medication, duty restriction, etc?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
	

	
	If yes, describe:
	     
	

	Did employee receive a needlestick injury or cut from other sharp object that was contaminated with another person’s blood or other potentially infectious material?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
	

	Was Personal Protective Equipment (PPE) required for the task (e.g. safety goggles, safety toed shoes, etc.)?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
	

	Was PPE available (e.g. did the dept have available gloves, goggles, etc. to protect from hazards)?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA   
	

	Was PPE used?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA   
	If PPE required but not used, explain why:
	     
	

	
	     
	

	Were safety procedures followed (e.g., did the employee use required protective equipment?)    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA   
	

	Was employee provided with safety training prior to performing task?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    
	Was training documented?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
	

	
	
	


	Why did injury happen? (Provide details, such as if injury due to unsafe acts or conditions, inadequate training or equipment, etc.)
	

	
	     
	

	
	     
	

	Supervisor’s corrective actions (describe):
	     
	

	
	     
	

	Specific Location of Accident (e.g. building name, room number, parking lot name, staircase location, etc.):
	

	
	     
	

	

	


4-Incident Information

	Date Reported:
	     
	Accident State: 
	     
	Drivers License #:
	     
	License State:   
	     
	

	Accident Description (50 character limit):
	     
	

	Claim Summary (Briefly describe the injury/illness and how it occurred. Describe the activity, as well as the tools, equipment, or material the employee was using.  List the sequence of events, including employee’s activity prior to accident and the factors leading up to the accident.)
	

	
	     
	

	
	     
	

	
	     
	

	Initial Medical Treatment:  FORMCHECKBOX 
None Required    FORMCHECKBOX 
Refused   FORMCHECKBOX 
First Aid Only    FORMCHECKBOX 
Physician/Treatment Facility Visit    FORMCHECKBOX 
Emergency Room Visit
	

	Hospital/Physician Information     
	Name:
	     
	

	Street:              
	     
	City:
	     
	State:
	     
	Zip:
	     
	

	Was there a witness to the incident?:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, provide information below on each witness.
	

	
	a) Name:
	     
	Phone:
	     
	
	

	
	b) Name:
	     
	Phone:
	     
	
	

	


5-Severe Medical Treatment/Exposure (Group/Analysis Codes)
	Was employee admitted overnight at hospital?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Did injury require an emergency room visit?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	

	Did employee lose Consciousness?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Was employee transported by ambulance?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	

	Exposure to Blood/body Fluids?:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	
	

	


7-Workers’ Compensation Act 

	Loss Cause (e.g. fall, lifting, burn, repetitive motion, etc.):
	     
	

	Loss Type (e.g. fracture, hearing loss, head ache, back problems, etc.):
	     
	

	Body Part:
	     
	WC Job Code:   FORMCHECKBOX 
 Driver    FORMCHECKBOX 
 College Professional/Clerical    FORMCHECKBOX 
 Child Care    FORMCHECKBOX 
All Other
	

	Lost Time:     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Date Last Worked:
	     
	
	

	Returned to Work:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Returned to light duty date:
	     
	or Returned fulltime date:
	     
	

	Employee died due to accident?:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   
	 If yes, date:
	     
	Accident Premises:  FORMCHECKBOX 
 Employer    FORMCHECKBOX 
Lessee    FORMCHECKBOX 
 Other
	

	Zip code injury site:
	     
	Salary continued in lieu of compensation (i.e. disability or vacation time used)?:    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	Full wages paid day injured?:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Employment:   FORMCHECKBOX 
 Part-time  or    FORMCHECKBOX 
 Full-time
	Hire Date:
	     
	

	Rate of Pay:
	     
	 FORMCHECKBOX 
 Hourly   FORMCHECKBOX 
 Daily   FORMCHECKBOX 
  Weekly    FORMCHECKBOX 
  Biweekly   FORMCHECKBOX 
 Semi-Monthly   FORMCHECKBOX 
  Monthly   FORMCHECKBOX 
  Annually
	

	


8-State Specific Fields for Maine

	Did employee lose any time from work?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	   Date employee notified employer of lost time:
	     
	
	

	Employee works for another employer?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If yes, other employer name:
	     
	

	Other Employer Address :
	     
	City:
	     
	State:
	     
	Zip:
	     
	

	Place of Accident Name (if other than employee’s campus):
	     
	

	Accident Address:
	     
	City:
	     
	State:
	     
	Zip:
	     
	

	Employer Contact        First Name:
	     
	MI:
	     
	    Last Name:
	
	

	Employee Occupation/Job Title:
	     
	

	Employee paid for 1/2 day or more on injury date?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	Did employee lose regularly scheduled overtime pay?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	Was injury an occupational disease?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If yes, date of last exposure: 
	     
	
	

	If known, date of diagnosis as occupationally related:
	     
	Date employer notified of injury/illness:
	     
	

	Date of incapacity:
	     
	Date employer notified of incapacity:
	     
	Time began work on injury date:
	     
	

	


9-OSHA

	OSHA Recordable:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	OSHA Reportable:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Injury:      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Illness:      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	

	Type of Illness:   FORMCHECKBOX 
  Skin Disorder     FORMCHECKBOX 
 Respiratory Condition     FORMCHECKBOX 
 Poisoning     FORMCHECKBOX 
 Hearing Loss     FORMCHECKBOX 
 All Others
	

	Employee Terminated:     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	If yes, termination date:
	     
	Job Transfer Restriction:     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	

	Privacy Case (see below):     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	
	

	Accident Location (be specific with room #, building name, etc.):
	     
	

	
	     
	

	


OSHA Recordable:
Recordable incidents are work-related injuries and illnesses that must be recorded within seven days. They are classified as any incident that results in: Death; Medical treatment beyond first aid (see definition of First Aid below); Days away from work; Loss of consciousness; Restricted work or transfer to another job. (Additional Criteria: needlestick injury or cut from an object that is contaminated with another person's blood or OPIM; Tuberculosis infection as evidenced by a positive skin test or diagnosis; Hearing threshold shift of 1OdBA or greater and the employee's total hearing level is 25 decibels (dB) or more above audiometric zero.)
First Aid
Using a non-prescription medication at nonprescription strength; Drilling of a fingernail or toenail to relieve pressure, or draining fluid from a blister; Administering tetanus immunizations; Using eye patches; Cleaning, flushing or soaking wounds on the surface of the skin; Removing foreign bodies from the eye using only irrigation or a cotton swab; Using wound coverings such as bandages, Band-Aids, gauze pads, etc.; or using butterfly bandages or Steri-Strips; Removing splinters or foreign material from areas other than the eye by irrigation, tweezers, cotton swabs or other simple means; Using hot or cold therapy; Using finger guards; Using any non-rigid means of support, such as elastic bandages, wraps, non-rigid back belts, etc; Using massages; Using temporary immobilization devices while transporting an accident victim (e.g.. splints, slings, neck collars, back boards, etc.); Drinking fluids for relief of heat stress. 

OSHA Reportable

Reportable incidents are those incidents that must be immediately reported. Immediately report all work related deaths (within 8 hours), or injuries or illnesses where an employees is admitted to a medical facility overnight (within 24 hours) to the Maine Department of Labor: 
(207) 592-4501 or 1-877-723-3345 or accident.bls@maine.gov.
Privacy Case
A Privacy Case is one where the user's name should not be entered into the OSHA log. These include: Injury or illness to an intimate part of the body or reproductive system; Injury or illness resulting from a sexual assault; Mental Illness; HIV infection, hepatitis, or TB; Bloodborne Pathogen Exposure; Other illnesses that the employee requests that his or her name not be entered. 
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