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                                       Injury Reporting Guidelines     

In order for on-the-job-injuries to be processed properly, this form must be completed as soon as possible by each Village 

Department and promptly forwarded to the Village Hall. Please follow these guidelines: 

1. Complete the report in-full. An “N/A” (for not applicable) may be filled in any box that does not apply. 
2. After completing the report, print it out and sign/date it as the “Supervisor Preparing the Report”.  
3. Have the injured Employee review the report and sign/date it. 
4. The Supervisor will then forward the completed and signed report to the Department Head of the respective department. 
5. The Department Head will review the report, provide any comments, sign/date it, and forward it to the Village Hall 

immediately. 
 

If there is any anticipated or expected delay in getting this report forwarded to the Village Hall in a prompt manner, (waiting for 

employee signature, department head not available, etc.), please consider emailing the form to involved parties to expedite the 

process and please consider providing an unfinished report to the Village Hall so the processing of the injury can begin. 

Post Injury Expectations 

Employees are our greatest asset and we want you to be well. If you are injured at work, please be aware of the process. 

1. If you are hurt, get assistance with administering first aid if it is needed. 

2. If you need to see the company physician, go to Proven during work hours (M-F, 7a – 5p). 

3. If you need medical treatment, you will need your worker’s compensation claim number. You can get this from Dyane or 

Yvette in the village administrative office (708-458-2067). You can also ask the provider to obtain the claim number from 

Dyane at dyane@villageofbedfordpark.com. Please note the injury report is needed before a claim can be filed with work 

comp. 

4. Proven Occupational Health is connected to MidAmerica Orthopedics and can refer you to their best orthopedic physician 

for your injury if further treatment or x-rays are needed. You can usually be treated and/or have testing done within a 

reasonable wait time. 

5. There is no medical cost to you for work-related injuries so do not provide your personal insurance information. 

6. A physician needs to provide an order to excuse you from work. 

7. Worker’s compensation benefits will be determined if more than three work days are missed. 

8. If you need medical attention and/or miss work, you will be contacted by a work comp representative. You can expect to 

be interviewed by the rep regarding details of the incident. All requested information needs to be provided to this person. 

9. If you are off due to a work comp injury, you will be expected to call in to your department every Friday morning before 

noon to provide an update of your status. This is in addition to providing a work status report to your department and the 

administrative office (Dyane) following every physician appointment.  

10. If therapy is recommended by your physician and approved by work comp, you will need to provide a therapy schedule. 

11. If off on work comp, light duty is available and may return you to work sooner. You will receive full pay on light duty. 

12. When returning to light duty and full duty you will need a work release from your treating physician and Proven 

Occupation Health. Please contact your department or the administrative office to set up the return to work visit with 

Proven. 
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This report is to be completed in full by the employee’s immediate supervisor and promptly forwarded to the Department head. 
 

Employee Name: 

 

Job Title: 

 

Department: 

 
Employee Home Address: 

 

City: 

 

State/Zip: 

 
Employee Phone Number (Cell): 

 

Employee Phone Number (Home): 

 

Employee Phone Number (Work/Other): 

 
Employee Email Address: 

 

Employee Date of Birth: 

 

Employee SS#: 

 
   

Date of Injury: 

 

Time of Injury: 

 

Time Employee Started Work: 

 
Location of Injury (Address): 

 

City: 

 

State/Zip: 

 
Specific Job Operation When Accident Occurred: 

 
Detailed Description of Injury: (Include nature of injury (or illness), how it occurred, part(s) of the body affected, or any other relevant information): 

 

 
 

Fire Incident #: 

 

Police Incident #: 

 

Type of Training (if applicable): 

 
Were department policies followed? If not, please explain: 

 
 

EMS Attention Offered (yes/no): 

 

EMS Attention Refused (yes/no): 

 

EMS Attention Administered By (list EMS agency): 

 
Additional Medical Attention Administered By (list Hospital, Immediate Care, Occupational Health, etc.): 

 
Address: 

 

City: 

 

State/Zip: 
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Doctor Name: 

 

Additional Medical Remarks: 

 

 

**If the injury was serious enough to require medical attention, complete a detailed narrative below, including any witness statements. 
Include a copy of an Ambulance report if applicable. Forward all relevant reports to a supervisor as soon as possible. 

Detailed Narrative of Medical Attention: 

 
 

Was there any lost time from the job (yes/no): 

☐  YES           ☐  NO 

If so, how many hours: 

 
 

Witness Name: 

 

Phone Number: 

 

Email Address: 

 
Witness Name: 

 

Phone Number: 

 

Email Address: 

 
Witness Name: 

 

Phone Number: 

 

Email Address: 

 
 

Supervisor (preparing report): 

 

Rank / Title: 

 
Supervisor Signature: Date: 

 

 

Employee Name: 

 

Rank / Title: 

 
Employee Signature: Date: 

 

Department Head (receiving report): 
 

Rank / Title: 

Department Head Signature: Date: 

Department Head Remarks: 
 
____________________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________________ 
 

 

Original Copy to: Village Hall 


