CITY OF EDINBURG

SUPERVISOR’S INVESTIGATION REPORT

INJURED EMPLOYEE’S NAME:  ___________________________ 
SOC. SEC. NO.:  ___________________

DEPARTMENT/DIVISION:  _____________________________  
SHIFTS: _______________________

DATE/TIME OF INJURY:  _______________________  JOB TITLE:  _____________________________

Was injured employee administered a Post-Incident/Post-Accident Drug & Alcohol Test:  Yes___ No___  

If no, explain why not? ________________________________________________________________________________________________________________________________________________________________________

Any employee or volunteer that is involved/injured as a result of this incident/accident shall submit to Mandatory Drug & Alcohol test.  The City has contracted with N.T.C. drug & alcohol services to be available 24/7/365.  They can be reached at (956) 287-TEST(8378).
DESCRIBE INCIDENT:  [Describe what took place or what caused you to make this investigation]  ________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHY DID INCIDENT HAPPEN? [Get all the facts by studying the job and situation involved.  Question by use of Why, What, Where, When, Who and How]. __________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT SHOULD BE DONE TO PREVENT FUTURE OCCURRENCES? [Determine which of the 12 items under EMP require additional attention:  Equipment: select, arrange, use, maintain; Material: select, place, handle, process; People:  select, place, train, lead.] _____________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EXPLAIN CORRECTIVE ACTION:  [work order, training, disciplinary action, etc.  Follow-up.  Was action effective?]  ____________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HOW WILL THIS IMPROVE OPERATIONS? [Objective:  Eliminate job hindrances, accidents and injuries]. ___

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Supv:  ___________________________________
DATE:  ___________________

Reviewed by Director of Human Resources:  _____________________
DATE:  ___________________

Note:  Completed original report is to be submitted to the Risk Manager at the Department of Human Resources.
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