NEBRASKA-

Good Life. Great Service.

DEPT. OF ADMINISTRATIVE SERVICES

UNO Employee Incident Report
This form must be completed, reviewed with a supervisor and submitted to Environmental Health and Safety
(EHS) within 24 hours

Employee Name (last, first) NUID#:

Address (Home): Job Title: Hire Date
City: State: Zip: Department:

Employee Phone Number: Supervisor Name & Number:

Date of Injury/lliness: Time Employee Began Work: Time of Injury/lliness:
Location of Incident: Who was Notified?

Date Employer Notified: Last Work Day: Losstime []Yes []No
Body Part Injured: If Fatal, Date of Death:

Describe incident (describe what happened, how the incident occurred, include details pertaining to equipment, environment,
tasks, etc.)

Indicate on the Diagram the location of injury

Injuryis a: [_] Newor [_]Re-injury

No Medical Treatment: [J Emergency Room: a
Initial Treatment: First Aid by Employer: 0O Hospitalized Overnight: 3
Minor Clinic/Hospital: 0 Hospitalized >24 Hours: [
What was the cause of this incident?
How could this incident have been prevented?
Did anyone witness the incident? [_] Yes [_] No
If yes, please provide the name and phone number of the witnesses.
Do you have other employment? L ves L1 No If yes, where?
Employee Signature Date Supervisor Signature Date

Please return completed incident report to:
Environmental Health & Safety at uno.ehs@nebraska.edu AND Human Resources at uno.benefits@nebraska.edu

Form updated 07/09/25


mailto:employeerelations@unmc.edu

	Untitled
	Untitled

	Employee Name last first: 
	NUID: 
	Address Home: 
	Job Title: 
	Hire Date: 
	City: 
	State: 
	Zip: 
	Department: 
	Employee Phone Number: 
	Supervisor Name  Number: 
	Date of InjuryIllness: 
	Time Employee Began Work: 
	Time of InjuryIllness: 
	Location of Incident: 
	Who was Notified: 
	Date Employer Notified: 
	Last Work Day: 
	Loss time: Off
	Yes: Off
	Body Part Injured: 
	If Fatal Date of Death: 
	tasks etc 1: 
	tasks etc 2: 
	tasks etc 3: 
	tasks etc 4: 
	tasks etc 5: 
	tasks etc 6: 
	Injury is a: 
	New or: 
	No Medical Treatment: Off
	First Aid by Employer: 
	Minor ClinicHospital: 
	Emergency Room: 
	Hospitalized Overnight: 
	Hospitalized 24 Hours: Off
	What was the cause of this incident: 
	How could this incident have been prevented 1: 
	How could this incident have been prevented 2: 
	Did anyone witness the incident: 
	Yes_2: 
	If yes please provide the name and phone number of the witnesses 1: 
	If yes please provide the name and phone number of the witnesses 2: 
	Do you have other employment: 
	Yes_3: 
	If yes where: 
	Date: 
	Date_2: 
	Check Box53: Off
	Check Box86: Off
	Check Box88: Off
	Check Box89: Off
	Check Box80: Off
	Check Box57: Off
	Check Box56: Off
	Check Box83: Off
	Check Box92: Off
	Check Box97: Off
	Check Box98: Off
	Check Box95: Off
	Check Box94: Off
	Check Box93: Off
	Check Box100: Off
	Check Box99: Off
	Check Box82: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box85: Off
	Check Box81: Off
	Check Box84: Off
	Check Box87: Off
	Check Box 101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off


