WildCard Investigations, Inc.

 INCIDENT REPORT  
	Employee Name: 
	Date: 1/30/07

	Location of Incident: 
	Case Name: 

	Time of Incident: 
	Time Supervisor was informed: 

	
Details of incident: 



	Was the incident caused by the employee?                    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO


	
If injured, describe the nature and extent of the injury: 



	Estimated length of disability: 

	Has the employee returned to work?                                FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO


	Doctors name and address: 



	Is employee full time or part time?                                    FORMCHECKBOX 
 FT            FORMCHECKBOX 
 PT


	The above information was completed as described by the individual’s supervisor to the best of their ability.

Supervisors Signature:                                                                                                                               Date:  

	TO BE COMPLETED BY HUMAN RESOURCES MANAGER

	# OF DAYS WORKED PER WEEK 
	EMPLOYEE WEEKLY WAGE 

	# OF HOURS WORKED PER DAY  
	EMPLOYEE WAGE PER DAY  

	If the individual is part time the average/hours is estimated  

	Comments: 



