INJURY TREATMENT REPORT
PRIVATE AND CONFIDENTIAL

The information contained on this form is collected, used and/or disclosed pursuant to the Freedom of Information and Protection Act, 1990; the Personal Health Information Protection Act, 2004; and/or the Occupational Health and Safety Act, 1990.
	The individual is a:  (   ) Humber Employee    (  ) Contractor of Humber    (  ) Student      (  ) Visitor

	Individual’s Information

	Surname: ________________ First: _______________   

Address: __________________________________
               __________________________________
Phone:   _____________        (  ) Male   (  ) Female 
Employee / Student Number:  ____________________

                           
	If an employee, contractor or student:

Position Title / Work Area / Program

_________________________________

_________________________________

_________________________________                               

	If an Employee:

	Date of Hire:  Year _____  Month _____ Day_____

Date of Birth: Year _____  Month _____ Day_____


	Injury Type:                    

(  ) First Aid         (  ) Health Care         (  ) Lost Time   

Dates of Lost Time:

From ____________  To   _____________                 

	All Individuals:

	Date and Time of Injury:

Year_____ Month ____ Day ____ Time _____ 

               
	Date and Time Injury was Reported: 

Year____ Month ____ Day ____ Time _____
	Age: 

_______

	To whom was the injury reported,

other than Health Centre?:
	(   ) Critical Injury?     

H&S Notified?    ______________                          

	Location where injury occurred (e.g. Room A100):

	Description and nature of injury (how the injury occurred, equipment or materials involved, body part affected): 



	Treatment Provided / Advice Given:  
	Follow-up action indicated: (Safety, Security etc.):

	Pre-existing condition or previous injury: 

	Current Health Care Practitioner: 

Name:  __________________________________   

Address: _________________________________
               _________________________________
Phone:   _________________________________


	Witness Information: 

Name:  ___________________________   

Address: __________________________
               __________________________
Phone:   ___________________________



	Initial or emergency health care practitioner or facility: 

Name:   ____________________________________

Address:  ___________________________________

                ___________________________________

Phone:     ___________________________________
	Report Completed by: 

Name:   _________________________________

Signature:   ______________________________

Date:   __________________________________


Distribution:  

Health Centre – Keep original.




       Rev. 4/2015






Copies to:
1.    
Injured Person  

2.
Health and Safety, HR Services (All reports): Fax: 416-675-4708



