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HAVE YOU TAKEN CORRECTIVE ACTIONS TO PREVENT SIMILAR INJURIES?                  YES                      NO 

IF YES, PLEASE SPECIFY WHAT ACTIONS HAVE BEEN TAKEN: 

IF NO, IS ASSISTANCE NEEDED TO TAKE CORRECTIVE ACTION?                        YES                      NO 

PLEASE SPECIFY WHAT ASSISTANCE MAY BE NEEDED: 
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IF INJURED EMPLOYEE IS MEDICALLY UNABLE TO PERFORM FULL DUTY, IS MODIFIED/TRANSITIONAL WORK AVAILABLE? 
 
                     YES                       NO                              NOT SURE, MORE INFORMATION NEEDED 

HUMAN RESOURCES STAFF WILL CONTACT THE EMPLOYEE AND SUPERVISOR TO DISCUSS WORK RESTRICTIONS AND 
MODIFIED, TRANSITIONAL DUTY IF RECOMMENDED BY THE TREATING PHYSICIAN. 
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INJURED EMPLOYEE COMMENTS: 

EMPLOYEE INITIALS 

WITNESS NAMES: (PLEASE ATTACH STATEMENTS AS APPROPRIATE) S
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