CITY OF EDINBURG 
SAFETY POLICY VIOLATION REPORT 

Is this a REPEATED VIOLATION?      FORMCHECKBOX 
YES
          FORMCHECKBOX 
 NO
	Employee Name:
	Social Security #:

	Department/Division:
	Date & Time of Violation:

	Nature of Injury (sprain/cut/bruise) & Affected Body Part:
	Location where incident Occurred or Could have occurred:

	Immediate Supervisor’s Name& Title:

	Name(s) of Witness(es) & Title(s); If applicable:

	Did Person receive Medical Attention?    FORMCHECKBOX 
 YES    FORMCHECKBOX 
  NO
	Was First-Aid Administered?    FORMCHECKBOX 
  YES    FORMCHECKBOX 
   NO

	Description of Safety Violation:

	Corrective Action:

	Employee Comments:


Review this report with the employee who violated safety policy and provide a copy to him/her.  Forward Original to the Risk Manager at the Department of Human Resources.
	Employee Name
	
	Signature & Date

	Supervisor Name
	
	Signature & Date

	Witness Name
	
	Signature & Date




Departmental Director’s Initials: _________


Date: ______________

Risk Manager’s Initials: _________



Date: ______________

C: City Manager
Director of Human Resources

Department Head
Employee Personnel File



    03.03.2009









