BLACK HAWK COUNTY

NON-EMPLOYEE INJURY REPORT FORM
This is an injury report form for record-keeping purposes only.  Please complete the form and deliver it to the Board Office, Administrative Aide, if your department is in the Courthouse.  If your department is not in the Courthouse, please fax the completed report form to the Board of Supervisors’ Office at 833-3070.

PART ONE - INJURED PARTY INFORMATION
DATE_____/_____/_____     TIME OF INCIDENT _____:_____ AM / PM      TIME NOTIFIED _____:_____ AM / PM

INJURED PARTY NAME____________________________________________________________   AGE__________

ADDRESS___________________________________________ CITY____________________________ STATE______

SOC.SEC.#_______/_______/_______  PHONE NUMBERS:   HOME (___)___________  WORK (____)____________

PARENT/GUARDIAN NAME_______________________________________________  HOME PHONE __________

ADDRESS_______________________________________ CITY_____________ ST____ WORK PHONE___________

WAS AMBULANCE CALLED? YES___ NO___  OFFERED? YES___ NO___  VICTIM’S RESPONSE: YES___  NO___

LOCATION OF INCIDENT_____________________________________________________________________________

EXTENT & TYPE OF INJURY__________________________________________________________________________

NARRATIVE (Explain what happened, how victim was removed from scene, where taken, any treatment given at scene, any other pertinent information – use back of form if necessary)________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NAME AND ADDRESS OF VICTIM’S HEALTH INSURANCE CO.___________________________________________

___________________________________________________________________________________________________

****************************************************************************************************

PART TWO – TO BE COMPLETED BY COUNTY EMPLOYEE REPORTING INCIDENT
ASSESSMENT OF CONDITIONS WHICH CONTRIBUTED TO INJURY_______________________________________

____________________________________________________________________________________________________

SIGNATURE OF REPORTING PARTY___________________________________________________________________

ADDRESS AND PHONE NUMBER OF REPORTING PARTY________________________________________________

____________________________________________________________________________________________________ 

NAME, ADDRESS, PHONE OF WITNESSES______________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

**************************************************************************************************** 

DATE RECORDED BY ADMINISTRATIVE AIDE, BOARD OF SUPERVISORS _____________________________
USE REVERSE SIDE IF NECESSARY

