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	Injury & Illness Prevention Program
Injury & Illness Reporting Procedures



	
	501 Westwood Plaza, 4th Floor • Los Angeles, CA 90095

Phone: 310-825-5689 • Fax: 310-825-7076 • www.ehs.ucla.edu 


Employees who are injured or become ill at work must report the injury or illness immediately to their supervisor and personnel department. Follow the procedures below as appropriate for the situation:

1. Get the employee medical attention

a. For non-emergency medical treatment for work-related injuries or illnesses 

i. Between 7:30 AM and 4:30 PM Monday-Friday, send the employee to the Occupational Health Facility (OHF) at 67-120 CHS, 10833 Le Conte Avenue  (Telephone 310-825-6771)

ii. After OHF hours, use the Emergency Medicine Center (EMC) at Ronald Reagan/UCLA Medical Center (RRMC), 757 Westwood Plaza, ER entrance off Gayley Avenue, north of Le Conte. (Telephone 310-267-8400.

iii. If working off the main UCLA campus, use the nearest designated medical facility for your organization. Your Human Resources consultant can direct you to the appropriate facility.  

b. Immediate medical treatment beyond first aid 

i. Call 911 from a campus phone, or 310-825-1491 from off-campus or from your cell phone to contact UCPD dispatch. 

ii. UCPD Dispatch will send medical responders to transport the employee to the appropriate hospital or medical center.  

2. Complete the “UCLA Incident Report & Referral for Medical Treatment” form (Appendix A8)

a. Employee and/or supervisor should complete and sign the top two sections. 

b. Send the form with the employee to the medical provider or facility.

c. The doctor or medical provider will complete the bottom section of the form indicating type of treatment provided, return to work status, work restrictions, and any future appointments. 

d. The employee should return the form to the supervisor (if the supervisor does not accompany the employee to the medical facility). 

e. The employer should try to accommodate any temporary work restrictions. 

f. If there are questions concerning work restrictions and accommodation, contact the Transitional Return to Work Coordinator at 310-794-6955. 

3. If the injury is more than first aide treatment, provide the following forms to the employee in addition to the “UCLA Incident Report & Referral for Medical Treatment” form:
a. “Workers’ Compensation Claims Form (DWC-1) & Notice of Potential Eligibility” form (Appendix A9)

i. Supervisor should complete bottom section 9 through 17, sign the form, and give to employee.  Keep a copy of the completed form for department records, and send a copy to Payroll/Personnel and Insurance and Risk Management.  

ii. Employee should complete top section of form and return to employer.  

4. Report injuries 

a. All injuries must be reported to Insurance and Risk Management within 24 hours

i. Call 877-682-7778 to report injuries 24/7

ii. FAX completed forms to 310-794-6957

a. UCLA Incident Report and Referral for Medical Treatment (Appendix 8)
b. Workers’ Compensation Claim Form (DWC 1) (Appendix 9)


Serious Injuries
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Serious occupational injuries, illnesses or exposures to hazardous substances, as defined by Cal/OSHA, must be reported to EH&S immediately when they become known to managers or supervisors. Serious injuries include amputations, concussions, crush injuries, fractures, burns, lacerations with significant bleeding or requiring stitches, or hospitalization (other than for observation) for greater than 24 hours. Call the EH & S Hotline at 310-825-9797 to report any injury that you think meets the Cal-OSHA definition of a serious injury. Information required includes the name of the injured employee, a brief summary of the incident, description of the injuries obtained by the employee, and a number where the reporting supervisor can be reached.  EH & S must report the injury to Cal-OSHA within eight (8) hours of occurrence. Departments are responsible for payment of up to a $5000 fine for late reporting. An incident investigation will be conducted by EH&S in conjunction with a representative from the injured employee’s department. 
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University of California Los Angeles

INCIDENT REPORT & REFERRAL FOR MEDICAL TREATMENT
Incident Reporting is required and ensures that there is a record on file with the employer.  If an employee is injured or develops a job-related illness (developed gradually over time) as a result of their employment at UC, they must complete and submit this form.  If the employee is unable to complete this form, the supervisor must complete it on their behalf.  If an injury occurs, first aid may be the appropriate treatment.  If you have any questions, please call your Campus Workers’ Compensation representative at:  Insurance & Risk Management (IRM) 310-794-6948 or Health System Human Resources (HS/HR) 310-794-0500.  

EMPLOYEE:  Return this form to your department after you have been seen at the Occupational Health Facility (OHF) 
DEPARTMENT:  within 1 day of the incident, Call 877-682-7778 24 hr report or Fax to 310-794-6957 or
Email to wcreports@irm.ucla.edu
Employee Completes THIS Section:
Date of report: ____________________   Check one  ( UCLA Campus (UCLA Medical Center (Santa Monica UCLA  ( NPH/I  
Sex:  ( Male   ( Female

    Check one ( Part-time   ( Full-time   ( Student   ( Volunteer 
 

Name PRINT: Last __________________________________ First ___________________________ SSN __________________________

Home Address: _________________________________________ City: ___________________________   Zip: _____________________

Home Phone: _______________________________________ Work Hours (Shift): _____________________________________________

Department: ____________________________ Job Title: ___________________ Work phone: ___________________________________
Do you have other employment?  ( Yes   ( No   If yes, where: _____________________________________________________________
Date of Incident: _______________Time of Incident: _______AM_PM  Describe what you were doing: ____________________________
_________________________________________________________________________________________________________________
Describe all injured body parts (e.g. bruised elbow): _______________________________________________________________________
Were there witnesses?    ( Yes   ( No   ( Unknown   Name(s):_____________________________________________________________
Is this a new injury?  ( Yes   ( No   If “no”, please indicate date of original injury: _____________________________________________
INITIAL MEDICAL TREATMENT   

( No medical treatment; reporting only
( Declined treatment at this time
( Treatment was/will be provided
Treatment was provided by: ( Self 
( Occupational Health 
( Emergency Room
( Other (please specify below)

Name: ___________________________________________________________________________________________________________

Address: _____________________________________________________   Phone: _____________________________________________

I, the injured employee, herein certify the information above is true and to best of my knowledge:

Date: _______________________   Signature of Employee: ________________________________________________________________
SUPERVISOR/EMPLOYEE COMPLETES THIS SECTION:
Supervisor Name: ________________________________________ Email address_______________________________________________
Work Phone: _______________ Was the incident reported to you? ( Yes   ( No   Date reported: ___________________________________
Address/Bldg, name & room # where the incident occurred: __________________________________________________________________
Describe how the employee was injured: _________________________________________________________________________________
__________________________________________________________________________________________________________________       
Did employee lose time from work?    ( Yes   ( No   ( Unknown    First day off work due to injury: ________________________________

Was the Employee paid for the full date of injury?   ( Yes   ( No   Date Employee returned to work: ________________________________

Was equipment/chemical involved? ( Yes   ( No   If answered “yes” what was the equipment/chemical:_____________________________
__________________________________________________________________________________________________________________
Was employee exposed to blood/bodily fluid other than his/her own? ( Yes ( No   Source name/MR # ______________________________
What action will be taken to prevent recurrence? ___________________________________________________________________________
Date: ________________ Supervisor Signature: ___________________________    Title: ________________________________________

	MEDICAL PROVIDER COMPLETES THIS SECTION: ( Occupational Health Facility (OHF)   ( Emergency Medicine   ( Other Name/Address/Phone:_____________________________________________________________________________________________

	What treatment was provided for this injury (check one)   (First Aid        (Medical Treatment

Return To Work: Can Return immediately ( Yes  ( No  ( Full duty  (Restrictions:___________________________________________ 

Date: __________________ Signature: __________________________________________ Title: ________________________________

REPORT ALL SERIOUS INJURIES TO EH&S HOTLINE  310-825-9797 Serious Injuries include death, loss of limb, burns, concussions, lacerations requiring stitches, crushes,  fractures, and any hospitalization greater than 24-hours.  
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DIVISION OF WORKERS' COMPENSATION

Employee: Complete the “Employee” section and give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt™ until you receive ihe signed and dated copy from your em-
ployer. You may call the Division of Workers' Compensation and
hear recorded information at (800) 736-7401. An explanation of work-
ers' compensation benefits is included as the cover sheet of this form.

You should also have received a pamphlet from your employer de-
seribing workers” compensation benefits and the procedures to obtain
them.

Any person who makes or causes to be made any knowingly false
or fraudulent material statement or material representation for
the purpose of obtaining or denying workers’ compensation bene-
fits or payments is guilty of a felony.

Employee—complete this section and see note above

Name. Nombre.

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DE
TRABAJADOR (DWC 1)

Empleado: Complete la seccién “Empleado” y entregue la forma a su
empleador. Quédese con la copia designada “Recibo Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador

Ud. puede llamar a la Division de Compensacién al Trabajador al ($00) 736-
7401 para oir informacién gravada. En la hoja cubierta de esta
forma esta la explication de los beneficios de compensacién al wabjador.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacidn al trabajador lesionado y los procedimientos para
obtenerlos.

Toda aquella persona que a propésito haga o cause que se produzca
cualquier declaraci6n o representacion material falsa o fraudulenta con el
fin de obtener o negar beneficios o pagos de compensacion a trabajadores
lesionados es culpable de un crimen mayor “felonia”

Empleado—complete esta seccidn y note la notacién arriba.

__Today's Date. Fecha de Hoy.

Home Address. Direccién Residencial.

City. Ciudad. _

State. Estado.

Zip. Cédigo Postal.

Date of Injury. Fecha de la lesion (accidente)

Address and description of where injury happened. Direccin/lugar dénde occurid el accidente

Time of Injury. Hora en que ocurrid.

Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada.

Social Security Number. Niimero de Seguro Social del Empleado.

Signature of employee. Firma del empleado.

Name of employer. Nombre del empleador. __

Address. Direccion.

Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente.

Date claim form was provided to employee. Fecha en que se le entreg al empleado la peticidn.

Date employer received claim form. Fecha en que el empleado devolvié la peticién al empleador.

Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compaia de seguros o agencia adminsiradora de seguros.

Insurance Policy Number. EI nimero de la péliza de Seguro.

Signature of employer representative. Firma del representante del empleador. _

. Title. Titulo.

Employer: You are required to date this form and provide copies to
your insurer or claims administrator and to the employee, dependent
or representative who filed the claim within one working day of
receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

2 Employee copy/ Copia del Empleado

O Employer copy/Copia del Empleador

7/1/04 Rev.

18. Telephone. Teléfono.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
pariia de seguros, administrador de reclamos, o dependientelrepresentante de recla-
mos y al empleado que hayan presentado esta peticion dentro del plazo de un dia

hbil desde el momento de haber sido recibida la forma del empleado.
EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

0 Clims Adminisitor/Adminisradr de Reciamos 0 Temporary ReceiptRecibo del Empleado
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	Injury & Illness Prevention Program

Incident Investigation Form

	
	501 Westwood Plaza, 4th Floor • Los Angeles, CA 90095

Phone: 310-825-5689 • Fax: 310-825-7076 • www.ehs.ucla.edu 


Incident Type:       FORMCHECKBOX 
 Near Miss
      FORMCHECKBOX 
Accident/Injury         FORMCHECKBOX 
Serious Injury

Affected Employee:

	Name
	

	Job Title/Department
	

	Phone Number/Ext.
	

	Date of Incident
	

	Time of Incident
	

	Location of Incident
	

	Supervisor Name/Ext.
	


Interviewee (if different from above):

	
	Interviewee 1
	Interviewee 2 (optional)

	Name
	
	

	Job Title/Department
	
	

	Phone Number/Ext.
	
	


Investigator:

	Name
	

	Job Title/Department
	

	Phone Number/Ext.
	

	Date of Investigation 
	


Incident Description:

	BE SPECIFIC- What was the employee doing when the incident occurred? What part(s) of the body was injured? How and why did the injury occur? Who was involved (witnesses)? Include names and dates.

Interviewee 1:

Interviewee 2 (optional):

Check all that apply:

 FORMCHECKBOX 
 Improper personal protective equipment
 FORMCHECKBOX 
 Employee inexperienced in job performed         

 FORMCHECKBOX 
 Faulty or defective equipment                       

 FORMCHECKBOX 
 Safety policies and trainings enforced
 FORMCHECKBOX 
 Poor housekeeping (trip/fall hazards)          

 FORMCHECKBOX 
 Employee not following procedures   

 FORMCHECKBOX 
 Improper machine guarding

 FORMCHECKBOX 
 Safety compliance in place
 FORMCHECKBOX 
 Hazards not corrected
 FORMCHECKBOX 
 Employee performing routine task
 FORMCHECKBOX 
 Hazardous weather conditions:  FORMDROPDOWN 
 

 FORMCHECKBOX 
 Other:  FORMDROPDOWN 



	
	YES
	NO

	Could the incident have been prevented?

Explain:  FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the employee receive medical treatment?

Explain:  FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does the employee have pre-existing medical conditions?

If yes, explain:  FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there lost time from work?

If yes, how many days:  FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is there modified duty available?

If yes, indicate duty restrictions:  FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Recommended Corrective Actions:

	Describe the corrective action(s) taken. What has management done to prevent this incident from re-occurring?

Check all that apply:

 FORMCHECKBOX 
 Refresher safety training. Topic:  FORMDROPDOWN 

 FORMCHECKBOX 
 Job hazard analysis
 FORMCHECKBOX 
 Serviced and/or replaced faulty equipment
 FORMCHECKBOX 
 Disciplinary actions taken
 FORMCHECKBOX 
 Revised Lock Out/Tag Out procedures
 FORMCHECKBOX 
 Revised safety procedures for task
 FORMCHECKBOX 
 Provided appropriate PPE
 FORMCHECKBOX 
 Other:  FORMDROPDOWN 




Attachments: (photos, additional documentation, etc.)
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	Injury & Illness Prevention Program

Guide for Completing Incident Investigations

	
	501 Westwood Plaza, 4th Floor • Los Angeles, CA 90095

Phone: 310-825-5689 • Fax: 310-825-7076 • www.ehs.ucla.edu 


PURPOSE

When accidents or near misses occur on the job, an investigation must be completed to identify the root cause and contributing factors that led to the incident. Supervisors must complete any repairs and implement procedural changes to correct conditions contributing to the incident. Doing so will decrease the likelihood of the incident from reoccurring in the future. This handout summarizes the necessary steps in conducting an effective incident investigation, completing a thorough report and implementing the necessary corrective actions.

INCIDENT INVESTIGATION AND REPORT
· Investigate the incident as soon as possible.

· This ensures that the gathered facts are fresh in the mind of the interviewee(s).

· Preserve the scene and document the investigation.

· Document any physical changes observed at the incident site. Photograph or videotape the scene and potentially defective equipment so that the conditions of the incident are captured. 

· If interviewing more than one person, conduct separate meetings with each interviewee.

· This improves accuracy in that it allows interviewees to develop their own statements without being influenced by statements provided by others. 

· Be very detailed and include specifics in the investigation report.

· Who?

· Incidents usually involve more people than just the injured employee. This includes witnesses and persons who may have contributed to the incident.

· What?

· Verify what the employee was doing when the incident occurred. What specific task was the employee performing? What equipment was involved? Was the proper training completed?

· When?

· It is important to indicate the time and date the incident occurred. This provides an idea of the turnaround time in which injuries are being reported. This is especially important for OSHA recordable injuries, which are time sensitive.  

· Where?

· Be as detailed as possible when describing the scene of the incident. Make note of spilled contents on the floor, cords across walkways, and other observed hazards. Indicate whether or not the employee was in his/her common work area or performing a task in another work environment.

· Why?

· Compile all of the above information to develop an objective reason as to how and why the incident occurred. Why was the employee performing that task? Why did the equipment malfunction? Was it a defective piece of equipment or a user error?

IMPLEMENTING CORRECTIVE ACTIONS

· Review the incident investigation report and document corrective actions.

· Determine the root cause of the incident and identify what can be done differently to reduce the likelihood of reoccurrence. Discuss the specific events that may have led to the incident. Exhaust the question “why?” until the root cause is identified. Refer to the example below:
· Incident: Joe was using a ladder to perform a routine maintenance task in the warehouse when Paul came by on a forklift and ran into the ladder, causing Joe to fall.

· Why was the ladder hit by the forklift?

· The operator did not see Joe.
· Why did Paul not see Joe? 

· The operator was transporting a large load that blocked his vision. 

· Why was the load blocking Paul’s vision?

· He was driving forward instead of backwards as trained to do so when operating with a large load.
· Why was Paul driving forward instead of backwards?

· Paul had forgotten this rule regarding safe forklift operation procedures.
· Review contents of the incident investigation report with the safety committee and identify possible solutions. Some general corrective actions may include the following:
· Repair and/or replacement of faulty equipment per lock out/tag out procedures.
· Revision to current safety procedures associated with job task (implement 2-man lifts, spotters for forklift operators, job rotation, etc.)
· Disciplinary actions for violation of safety protocol (documentation of verbal warning and/or write up, suspension from job or termination).
· Job hazard analysis outlining known hazards associated with job task and preventative actions for each.
· The following are some solutions for the example presented above: 

· Refresher safety training for forklift operators and warehouse employees.

· Have a helper at the foot of the ladder who can warn oncoming traffic.
· Have a spotter for forklift operators.
· Notify warehouse when maintenance work will be performed.
· Follow up procedures must be in place to ensure the timely completion of corrective actions:
· As best practices, a 30-day completion period should be applied to safety recommendations. 
· Intermittent corrective actions should be applied to hazards posing immediate exposures until recommendations can be completed (stanchion posts delineating unlevel flooring, cones around spills, LO/TO of machine with no guards, etc.). 
* Investigative reports should be retained by the Department Safety Coordinator for five years. The Office of Environment, Health & Safety (EH&S) is available for and assistance to remedy any outstanding problems.
Contact Information:

EH&S Injury Prevention Division

Tel: 310-825-5689
injuryprevention@ehs.ucla.edu
www.ehs.ucla.edu
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