Supervisor Accident Report Form

Note: For severe injuries in which a drug test was not performed, immediately notify Prescient National by calling 1-866-987-0042.

Please submit completed form to Prescient National Insurance Services by email: claims@prescientnational.com or by fax: (704) 927-2867

Name of Injured Person _________________________________________________
Date of Birth _________________	Telephone Number ____________________
Address ______________________________________________________________	
City _____________________________	State_______	Zip _____________
(Circle one) 	Male	Female

POST-ACCIDENT DRUG TESTING DETERMINATION:
The Company will conduct PADT, unless the immediate known facts of the accident indicate that impairment of the injured worker could not have played a role in the accident occurring.  Nevertheless, if Federal or State law or regulations require specific post-accident testing, The Company will conduct PADT within compliance of said law or regulation regardless of the facts surrounding the accident.

☐PADT is being performed – Yes
☐PADT not performed – No – Impairment could not have played a role in the accident
☐PADT not performed – No – 24 hours elapsed for drug and/or alcohol test

What part of the body was injured?  Describe in detail. ________________________________________
_____________________________________________________________________________________
What was the nature of the injury?  Describe in detail. _________________________________________
____________________________________________________________________________________________________________________________________________________________

Describe in detail how the accident happened: What was employee doing prior to the event? What equipment, tools were being used? ________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Names of all witnesses: 
______________________________________		_______________________________________
______________________________________		_______________________________________
Date of Event ______________________	Time of Event _________________________________
Exact location of event: _________________________________________________________________
What caused the event?  _________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Were safety regulations in place and used? If not, what was wrong? ______________________________
_____________________________________________________________________________________
Employee went to doctor/hospital?  Doctor’s Name ___________________________________________
	Hospital Name __________________________________________
Recommended preventive action to prevent reoccurrence in the future:
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

__________________________________	    	_______________________
Supervisor Signature				Date
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