
LICKING HEIGHTS LOCAL SCHOOL DISTRICT 

EMPLOYEE ACCIDENT REPORT 

___________________________________ 

SCHOOL / BUILDING 

Name of Injured employee: _________________________________________________ 

Date of accident: _____________________ Time of accident: ______________________ 

Location of accident:    On the Job    Off the Job  

Describe how the accident occured: __________________________________________ 

________________________________________________________________________ 

Nature of injuries:  ________________________________________________________ 

Is medical assistance required:      Yes     No  

Witness to Injury:      Yes      No   

Witness name (if yes) ______________________________________________________  

Person completing this report: _______________________________________________ 

Injured employee signature: _________________________________________________ 

Principal / Supervisor Signature: ______________________________________________ 

Please provide a copy of report to: Human Resource’s 
Superintendent 
Principal/Supervisor 
Treasurer 

NOTICE:  Please notify the Principal and/or Supervisor immediately of injury 
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