
REHABILITATION INDIVIDUAL 
INCIDENT INVESTIGATION REPORT

N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  
DIVISION OF SERVICES FOR THE BLIND 

VOCATIONAL REHABILITATION

When a Rehabilitation Individual reports an accident or injury to the Rehabilitation Staff who is 
responsible for services that staff member will complete the Incident Investigation Report.  If that staff 
member is unavailable, the report will be made to the District Supervisor, CIC or the Area Supervisor.  
The staff receiving the report will complete the Incident Investigation Report.
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 Phone: Title: 

 Date: Signature: 

 Medical TreatmentFirst Aid On-Site  No Treatment  

Individual Required:

Description of Incident: 

Phone: 

Witnesses Name: 

Phone: 

Work Site Supervisor: 

Location of Accident (Specify Employer, Address, and Site within the Worksite): 

Date Accident Reported: 

 Time of Day of Accident: Date of Accident: 

Social Security Number: 

Name of Individual: 
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REHABILITATION INDIVIDUAL INCIDENT INVESTIGATION REPORT



When a Rehabilitation Individual reports an accident or injury to the Rehabilitation Staff who is responsible for services that staff member will complete the Incident Investigation Report.  If that staff member is unavailable, the report will be made to the District Supervisor, CIC or the Area Supervisor.  The staff receiving the report will complete the Incident Investigation Report.


Name of Individual:        Social Security Number:      

Date of Accident:        

Time of Day of Accident:      

Date Accident Reported:      

Location of Accident (Specify Employer, Address, and Site within the Worksite):      

Work Site Supervisor:        

Phone:      

Witnesses Name:        Phone:      

Description of Incident:      

Individual Required: 

 FORMCHECKBOX 
 No Treatment   FORMCHECKBOX 
 First Aid On-Site   FORMCHECKBOX 
 Medical Treatment

		Signature

		Date:      





Title:        Phone:      
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When a Rehabilitation Individual reports an accident or injury to the Rehabilitation Staff who is responsible for services that staff member will complete the Incident Investigation Report.  If that staff member is unavailable, the report will be made to the District Supervisor, CIC or the Area Supervisor.  The staff receiving the report will complete the Incident Investigation Report.
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