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	UNIVERSITY OF MASSACHUSETTS BOSTON

DEPARTMENT OF HUMAN RESOURCES
Witness Report of Injury Form (For Workers’ Compensation)          



Your Name:      _________________________________________________________  
Your Telephone Number:      ______________________________________________  

Date/Time of Incident:       ___________________________________________
Describe how the incident occurred (location, material, equipment involved, and the sequence of events leading to the incident):      ________________________________

__________________________________________________________________________
If an Employee was Injured, Name of Employee:       ____________________________
Nature of Employee’s Injury:      _____________________________________________
________________________________________________________________
Part(s) of Body Affected:      ________________________________________________

What actions would you recommend so that this type of incident does not occur again? 
     ____________________________________________________________________
_________________________________________________________________
Witness Signature:       ___________________________________________________
Today’s Date:      ________
Please send signed and completed form to:


Barbara Jean Conneely, Benefits Manager

Department of Human Resources

University of Massachusetts Boston

Quinn Building, Third Floor

100 Morrissey Blvd, Boston, MA 02125

 (Fax) 617-287-5179
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