CITY OF EDINBURG

MEMO REPORT OF INJURY 

UTo be completed when any minor injury occurs.  Please submit to the Risk Manager immediately.
NAME OF INJURED/Title:  _________________________________________________  SSN :  ___________________
Dept.  (where regularly employed):_______________________Date  of Injury: _______ DAY _______ HOUR ___  AM/PM 
LOCATION WHERE INJURED:  _______________________________________________________________________

DESCRIBE HOW ACCIDENT HAPPENED AND WHAT EMPLOYEE WAS DOING WHEN INJURED:  _________________________________________________________________________________________________

_________________________________________________________________________________________________

DESCRIBE THE INJURY AND INDICATE PART (s) OF BODY AFFECTED (attached body diagram):  _______________​​​___
__________________________________________________________________________________________________________________________________________________________________________________
TYPE OF TREATMENT:

FIRST AID ______ YES     ______ NO     IF YES, WHAT ?__________________________________________________

OTHER (Describe) _________________________________________________________________________________

NAME AND ADDRESS OF WITNESS (es):
______________________________________________________________






______________________________________________________________

WHEN DID SUPERVISOR FIRST KNOW OF INJURY?  ____________________________________________________

Print Name of Supervisor:  __________________________Signature of Supv: ________________________________
Reported By/Title:____________________________________________  Date Reported:________________________
Has injured employee had a Post-Incident/Post-Accident DRUG & ALCOHOL TEST:   ___ Yes or ____  No
If no, explain why not? 
__________________________________________________________________________________________________________________________________________________________________________________
 NOTE:If employee is to be absent from work for more than one day (not counting day of injury), go to a doctor, to the hospital, and/or receive medication, complete one copy of the “Employer’s First Report of Injury” (DWC-1) form instead of this Memo of Injury form and submit promptly to the Risk Manager for processing.  Any injured person completing this form or a DWC-1 shall submit to Mandatory Drug & Alcohol Tests.  The City’s has contracted with N.T.C. drug & alcohol services to be available 24/7/365.  They can be reached at (956) 287-TEST.  
If a Memo Report of Injury has been filed on a minor injury, which later turns out to be serious enough to require more than one day off from work (not counting day of injury) and/or medical care, promptly submit the DWC-1, with a notation that a Memo Report of Injury was previously submitted.
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