UNIVERSITY ENTERPRISES CORPORATION at CSUSB.EDU
MEDICAL INCIDENT REPORT/5020 INFORMATION

[bookmark: _GoBack]Rebecca  Guerrero                                                                                Coyote One ID #:_____________________________
UEC-HR-Contact Person                                                                           Date of injury & Time:_________________________________                                                                                                                                                                                                                     
909-537-5970/rguerrero@csusb.edu                                              Date of Hire: _________________________________________
 Please return this completed form to                                                     Location of incident: __________________________________
 UEC-Human Resources as soon as possible.                                          Sex: Male/Female                                                               
Name: ____________________________________________________________________________________________
Department: _____________________________Position:___________________________________________________
Home Address: _____________________________________________________________________________________
City, State, Zip: _____________________________________________________________________________________
Home Phone: _______________________________Employee Email: _________________________________________
Date of Birth: ________________________________ Last 4 digits of your Social Security #:            XXX-XX- __ __ __ __ 
Supervisor Email & Phone #:___________________________________________________________________________
What time did you start work today?: __________________________________________________________________
Part of the body injured: _____________________________________________________________________________
Equipment or materials being used at the time of injury: ___________________________________________________
__________________________________________________________________________________________________

Specific Activity the employee was performing at the time of injury: _________________________________________
__________________________________________________________________________________________________
How the injury occurred. Describe the sequence of events. Specify: __________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Symptoms & Signs: 
Pain Site:  __________________________________________________________ Sharp/Cramping/Aching/Throbbing
Severity: Mild/Moderate/Severe                                                                                           Pattern:   Constant/Variable

Bleeding: site(s) ___________________________________________________________________________________
Severity: Mild/Moderate/Severe    
Do you wish to seek medical attention at this time: 
Name Print__________________________________________YES______________NO__________________
Signature: ________________________________________________________________Date:____________
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