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NDSU RISK MANAGEMENT 
EMPLOYEE INCIDENT REPORT 

North Dakota State University 
University Police & Safety Office 
1801 15th Ave. N., ANPC Office Building 
Fargo, ND  58105 
Telephone: 701-231-6740    Fax: 701-231-6739  

The highlighted 
areas are required 

fields 
 

SECTION 1                                                                                                                      (Attach additional sheets if necessary) 
Date of Incident 
(MM/DD/YYYY) 

Day of Week 
 

Time of Incident 
                                   AM        PM 

Employee Name: Date of Birth 
 
(MM/DD/YYYY) 

Sex 
   M      F    

Social Security # 

Address: City  State & Zipcode Home Telephone Number 
 

Job Title: Department: Your Campus Phone Number: 
 

Supervisor Name: Supervisor Campus Phone Number: Date you notified Supervisor: 

SECTION 2 
Was anyone injured?         Yes             No               Did anyone received medical treatment?           Yes              No        

If yes, treating doctor(s) name and medical facility/clinic(s) address: 
 

Body Part Injured: (specify right, left, if applicable) Prior injury to this part of the body?                    Yes                No 

Description of incident and/or event —be specific: 
1. Describe in detail what and how this incident/event happened. 
 
 
 
2. Location where incident happened (be specific—building, street, etc.) 
 
 
 
Weather Conditions, if applicable 
      Clear                 Raining                 Snowing                Sleeting               Other        
Any witnesses to the above incident?                Yes              No 
Witness Name Address Telephone Number 

SECTION 3 
Request for Ergonomic Evaluation:            Yes                 No 

• I have provided this information as fact to the best of my knowledge. 
• I have read and understand the Process for Reporting Work Place Injuries. 
• I acknowledge that if I did not seek medical attention, I did have the opportunity to do so and I waive medical care at this 

time.  I understand this does not preclude me from seeking medical attention at a later time. 
• I understand the 24-hour reporting requirement for all incidents regardless of whether medical attention is necessary. 
• I understand in the event medical attention is necessary, I am required to go to NDSU’s Designated Medical Provider 

unless I have named my own designated medical provider in writing prior to this incident, emergency medical attention is 
necessary, or if it is not during regular work hours. 

• I understand that I am to contact NDSU’s Workers Compensation Claims Specialist in the event I need medical attention. 
 
NDSU’s Designated Medical Provider for the Fargo area is: 

MeritCare Occupational Health Clinic 
3838 12th Ave. N. 
Fargo, ND  58105 

701-234-4700 
 

____________________________________________________________________________________________ 
Employee Signature      Department     Date



Risk Management Incident Report  - Page 2 
  

Supervisor Report 
The employee’s immediate Supervisor must complete this section in its entirety.  The information contained in this portion 
will assist in preventing further hazards. 
 
Injured Employee:   _______________________________________________________    Specific Body Part:  
 
Date of Injury _____________________ 
 
SECTION 4 

 Describe in detail the events leading to this incident. Please investigate – What, where, when, how, and why. Attach photos, 
drawings on a separate piece of paper, if necessary. 
 
  
 
 
 
Factors: 
Describe conditions (equipment, procedures, environment, behavior) that may have led to the occurrence of this incident. 
 
 
 
 
 
How could this incident been prevented? (i.e. safety equipment/training): 
 
 
 
 
 
 
 
Mandatory Corrective Actions: 
What are the reasonable actions or steps taken to eliminate or reduce the likelihood of this incident reoccurring? 
 
 
 
 
 
 
 
 
Date corrective action taken: 
 
 
Supervisor investigation completed by (print): _______________________________________ Campus Phone # _____________ 
 
 
 _____________________________________________________________________________________   ___________________ 
Signature     Department     Date 
 
 
Immediately forward this form by Fax to 231-6739 or by campus mail to UP&SO, ANPC Office Building  
 

 

FOR OFFICE USE ONLY  
 
 
 


