SECTION 013529A – Department of Energy Subcontractor Injury Reporting Requirements
for Subcontractors Performing Work Under Subcontract with
Lawrence Berkeley National Laboratory

DOE / LBNL Subcontractor Injury Report		For help with this form contact
		LBNL Injury Review Program
		(510) 486-6840 / mmalexandre@lbl.gov
[bookmark: _GoBack]DO NOT INCLUDE SOCIAL SECURITY NUMBER ON ANY CORRESPONDENCE OR DOCUMENT TRANSMITTED TO LBNL
1. Accident Date:			
2. Date Accident Reported to Subcontractor:			
3. Date Accident Reported to LBNL:			
4. Time of Accident Known:	☐ Yes	☐ No
5. Accident Time:			
6. Accident Occurred:	☐ Indoors	☐ Outdoors
7. On Employer’s Premises (on LBNL facility):	☐ Yes	☐ No
8. Specific Location (building, floor, room, etc.):		
9. Time Employee Began Work:			
10. Name (Last, First, MI):			
11. Home Address
(Street Number/Street/City/State/Zip):		
12. Employee ID or Badge Number
(DO NOT USE SOCIAL SECURITY NUMBER):			
13. Date of Birth:			
14. Gender:	☐ Female	☐ Male
15. Job Title:		
16. Occupation:		
17. Hire Date:			
18. Length of Employment (with this company):			
19. Length of experience on
Job/Equipment Associated with this Injury:			
20. Was this an injury or illness:	☐ Injury	☐ Illness
21. Body Part Injured:  (e.g., R distal 4th finger, L fibula, etc.)		
		
22. Nature of Injury:  (e.g., 3 cm laceration, sprain, contusion, etc.)		
			
23. Source of Injury:  (e.g., utility knife blade, concrete floor, etc.)		
		
24. Did equipment design or defect contribute to accident cause or severity:
		
25. List personal protective equipment prescribed for task at time of injury / illness:
		
26. List personal protective equipment used by employee at time of injury / illness:
		
27. Was treatment given at the worksite:	☐ Yes	☐ No
28. Was treatment provided away from the worksite:	☐ Yes	☐ No
29. Was employee treated in an emergency room:	☐ Yes	☐ No
30. Name of physician or other health care professional that treated employee:
		
31. Name of facility where treatment was provided:
		
32. Address of facility where treatment was provided:
		
33. Was employee hospitalized over one or more nights:	☐ Yes	☐ No
34. How many nights:			
35. Was treatment beyond first aid administered:	☐ Yes	☐ No
If ‘Yes’, specify treatment:  		
		
36. If treated offsite, did employee return to work on same day or at start of shift the following workday:	☐ Yes	☐ No
37. If treated onsite, did employee remain at work through the duration of the work shift:
	☐ Yes	☐ No
38. Did the treating health care professional issue a written work limitation (WWL):
	☐ Yes	☐ No
39. Does the WWL constitute a work RESTRICTION:  (i.e., the WWL prevents the employee from performing routine work activities – a routine work activity is an activity that is performed at least once per week)	☐ Yes	☐ No
40. Was the employer able to accommodate the employee’s work restriction:
	☐ Yes	☐ No
41. Start date of WWL:			
42. End date of WWL:			
43. Did the treating health care professional issue an order for the employee to remain off work:
	☐ Yes	☐ No
44. DAYS AWAY start date:			
45. DAYS AWAY end date:			
46. If the health care professional did not issue a WWL or order for DAYS AWAY from work, did the Subcontractor independently prescribe RESTRICTIONS on work activity or DAYS AWAY from work for injured employee:	☐ Yes	☐ No
47. Was employee permanently TRANSFERRED to a different job because of the accident/injury:
	☐ Yes	☐ No
48. Was the employee TERMINIATED because of this accident:
	☐ Yes	☐ No
49. Company OSHA classification of this injury:	☐ OSHA Recordable	☐ Not OSHA Recordable
50. Number of RESTRICTED DAYS recorded (if any):		
51. Number of DAYS AWAY recorded (if any):			
52. Is this case closed:  (Indicate yes if no additional recordable DAYS AWAY from work, days of RESTRICTED work activity, or job TRANSFER are anticipated to be counted)	☐ Yes	☐ No
***The Subcontractor shall:  (1) provide to LBNL updates of WWL status when WWL constitutes a work restriction and DAYS AWAY status, including additional start and end dates; (2) notify LBNL when employee returns to work after DAYS AWAY or when work RESTRICTIONS have ended.
53. Name of injured employee’s supervisor:			
54. Supervisor’s phone number:			
55. Name of person preparing injury report if different than supervisor:
			
56. Phone number of person other than supervisor that prepared report:		
57. Company Name:		
58. Company Address:		
59. Name of company contact that can provide additional or updated information on this injury and investigation if needed:
			
60. Phone number of this company contact:			
61. Email address of this company contact:			
***If the Subcontractor’s injury report does not include the following information, Subcontractor must provide this information here
62. Activity:  What was the employee doing just before the accident occurred?  Describe the activity, as well as the tools, equipment, or material the employee was using.  Be specific.  Examples:  “climbing a ladder while carrying roofing materials”; “spraying chlorine from hand sprayer”; “daily computer key-entry.”
			
			
			
			
63. Events:  Tell us what happened and what was the injury or illness?  Tell us how the injury occurred.  Tell us the part of body that was affected and how it was affected; be more specific than ‘hurt,’ ‘pain,’ or ‘sore.’
Examples:  ‘When ladder slipped on wet floor, worker fell 20 feet’; ‘Worker was sprayed with chlorine when gasket broke during replacement’; ‘Worker developed soreness in wrist over time.’
			
			
			
64. Object or Substance:  Indicate what object or substance directly harmed the employee?
Examples:  ‘concrete floor’; ‘chlorine’; ‘radial arm saw’. If this question does not apply to the incident, leave it blank.
			
			
65. Accident Causes:
	
	Weather
	Employee
	Design/Material
	Procedure
	Other

	Directly related to:
	☐	☐	☐	☐	☐
	Indirectly related to:
	☐	☐	☒	☐	☐

66. Conditions
a)  Conditions - State the conditions that existed at the time of the accident including specific control factors that were or may have been the direct or immediate cause or causes of the accident:
			
			
b)  Actions - Enter the actions on the part of the employee that contributed to the occurrence of the accident/incident:
			
			
c)  Factors Influencing (a) or (b) above - List the influencing factors or underlying causes (conditions or actions or both) that contributed to the accident/incident:
			
			
d)  A Job Hazard Analysis had been conducted / reviewed by injured employee prior to event:
	☐ Yes	☐ No
67. Corrective Actions:  (If risk is acceptable, corrective action may not be necessary)
a)  Actions Taken - Actions taken to prevent recurrence of accident/incident:
			
			
b)  Recommended Actions – Corrective actions planned by line management that require time for implementation:
			
			
c)  To Be Completed By – Date by which the planned corrective actions must be completed:
			
68. Supervisor responsible for corrective action:			
69. Supervisor signature date:			
Questions?  Contact LBNL Injury Review Program Manager at (510) 486-6840 / mmalexandre@lbl.gov
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