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	UNIVERSITY OF MASSACHUSETTS BOSTON

DEPARTMENT OF HUMAN RESOURCES
Supervisor’s Injury Investigation Form 

(For Workers’ Compensation)             



Name of Supervisor:       ____________________________________________​​​​​______
Name of injured Employee:       ____________________________________________
Date of Injury:       ___________________  Time of Injury:       _________________
Time work began on date of Injury:       _______  
Date Employee reported injury to Supervisor:       ________
Description of Injury:       _________________________________________________
________________________________________________________________
Are you satisfied that Injury occurred as stated by employee? Yes      No      

(If no, please explain):       ___________________________________________ ____
Immediate or direct causes:       _________________________________________
If unsafe act/condition - describe:       _______________________________________
 Suggested corrective action to prevent recurrence:       _________________________
Action Responsibility Assigned To:       ________________________________
Target Date:       ___________ Date Completed:       ___________________
Names and telephone numbers of witnesses:  
     ____________________________________________________________________
     ____________________________________________________________________
Has employee returned to work? Yes      No       if yes, date of return      _____ 
Supervisor Signature:       _________________________________________________
Date of this report:       ________
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