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SIMMONS

Incident Review Team Checklist

Incident Date:




Incident Number:





_____ HR Notified
_____ Incident Scene Secured

_____ All Interviews Conducted


_____ Person(s) directly involved in the incident


_____ Witnesses

_____ Supervisor or Manager

_____ Pictures taken

_____ Sketch of scene drawn

_____ JSA reviewed

_____ Maintenance records reviewed

_____ Broken parts/tools confiscated

_____ Training records reviewed

_____ All questions answered on scene

_____ Causal factors identified

_____ Root cause identified

_____ Corrective actions identified

_____ Corrective actions assigned to:

_____ Report submitted to Corporate Safety 

_____ Report reviewed by Safety Committee

_____ Training gaps passed on to appropriate manager


SIMMONS COMPANY

WORK-RELATED  INCIDENT /ACCIDENT/ INJURY  INVESTIGATION  REPORT
	Injured Employee Name: 

	Job Title: 

	Social Security Number:



	Employee Address:


	Employee Phone Number:  

	Date of Birth:


	Date of Hire:


	Base Rate:

	# of Dependents:


	Marital Status:


	Injury Date:


	Time: 

	Date Reported:

	Shift start time on day of injury:  



	Last Day Worked:


	Days missed from work:

	Witnesses:

	Supervisor and Operations 


	Nature of injury and part of body:


	What was employee doing at time of injury:  


	Location of accident:



	Name and address of treatment facility:
Aviation & Occupational Medicine, 6900 East 47th Ave Drive Suite 100.  Denver Colorado 80216


	Phone Number of facility

303-333-4411

	Date treated: 

	Light Duty Restrictions:

	Drug/ Alcohol Test administered?  

	Emergency Responders:


	Any witness/responders exposed to bodily fluids under BBP policy? 
	Is this OSHA recordable?




	Describe how the accident occurred:



	Causal factors: 
Root Cause:

	Recommended Corrective Actions: 



EMPLOYEE REPORT OF WORK-RELATED INJURY
Name






Job Title
Date of Injury


Time of Incident
Dept. Where Incident Occurred
Description of Incident 











Body Part(s) Injured:  










Type of treatment I received & where I was treated: 
Has this incident been reported to your Supervisor?  If not, why not?
Were there any witnesses to your injury?  If yes, who?

Were you using the required safety equipment for the job, (if no, why):

Suggestions I would like to make to help others avoid this type of injury:  

I certify that the above statements are true and accurate and I  understand that the assertion of a false workers’ compensation claim is a violation of many State criminal codes which may result in fines and/or imprisonment and will result in the termination of my employment.  I understand that this report will be a permanent record of this work-related injury.



Employee Signature
G:\SAFETY\ACCIDENT REPORT




Date
Safety Corrective Action Report – page 2

Incident #:





Employee Name: 
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	Summary of incident and the task being performed:
Summary of injury/damage:

What treatment was provided:
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	Unsafe actions:
Unsafe conditions:

Other:

Contributing Factors:

     Culture / Attitude:

     Safety Procedures:

     Physical Conditions:

     Equip / Tools / Mat’ls:

     Personal Behaviors/Actions:

Were safety procedures or practices followed:  Yes     No

Was the injured person trained properly?

Is this an ergonomics, lifting technique, body mechanics, or work positioning related incident? 

Yes      No     If yes, identify and describe:
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	What actions are being taken to prevent this from reoccurring?

Do processes or safety procedures need to be changed or created?   Yes     No

     If yes, describe:

What actions have already been taken to correct the issues?

Target date(s) and parties responsible for corrective actions:

	Injury Severity Potential

Catastrophic     Critical     Marginal
	Probability of Recurrence
Frequent    Probable   Occasional   Remote

	Investigated by:
	Date:
	Dept. Supv. Review:
	Date:



	Reviewed by (HR):
	Date
	Reviewed by (Ops):
	Date:



	Comments:







Reviewed by:  





Date:  		





Investigation Team Names:








Date:                











