
What to do in the event of an On-The-Job Injury/Incidents 

Employee Instructions 

Please report on-the-job injuries/incidents as soon as reasonably possible or by the end of the 

shift in which the injury/incident occurred.  On-the-job injuries/incidents should be reported on 

the City of Charleston Report of Incident and Injury form. On-the-job injuries/incidents not 

reported in accordance with City policy may impact on the status of your claim, including the 

delay or denial of your claim/benefits. 

When an on-the-job injury occurs, immediately notify your supervisor and/or Department Head. 

If your supervisor and/or Department Head is unavailable, notify the Safety Coordinator in the 

Human Resources Department at (304) 348-8015. 

Submit your completed Report of Incident and Injury Form and Workers Compensation TTD 

Benefits or Sick Leave Election of options form to the Safety Coordinator. 

If the injury is not an emergency or life threatening, employees are encouraged to seek medical 

treatment at an urgent care facility. The City of Charleston Employee Wellness Center DOES NOT 

see or treat employees who have sustained an on-the-job injury.  

If you desire to seek medical treatment, you should take a Transitional Duty Evaluation Form and 

attach letter with you on your initial visit with your treating physician. Request that your 

physician complete and return the Transitional Duty Evaluation Form to the Safety Coordinator 

at fax number (304) 348-8055. 

Employees should contact the Safety Coordinator at (304) 348-8015 in order to provide an 

update with respect to the extent of his/her injury, return-to-work status, next appointment, etc. 

Please submit copies of all documents/forms from your treating physician’s visits related to your 

on-the-job injury to the Safety Coordinator by secure fax at (304) 348-8055. 

If you have any questions, please feel free to contact the Safety Coordinator at (304) 348-8015. 

 

                                                                                                        

 

           



Employee Name: Employee No.:

Department: Position:

Supervisor: Incident Date & Time:

Address/Location of Incident:

Describe what the employee was doing immediately prior to the incident:

Date & Time Employee Shift Began:

What equipment, substance or other object caused the incident:

Name of individual(s) first notified: List the name(s) of any witness*

*Attach witness statement for each witness
    Check Body Part(s) or Area(s) affected and indicate ƌight,left, Žƌ both, if applicable): (Check all that apply)

Ankle Head Shoulder
Arm Hip Thumb
Chest Internal Toes
Elbow Knee
Eye Leg
Face

Trunk
Upper Arm�
Upper Back

Finger Upper Leg
Foot Wrist
Groin Other (describe below)
Hand

Lower Arm�
Lower Back
Lower Leg��
Neck
Respiratory

Injury Source:  (Check all that apply)
Automobile Accident Fall Repetitive Motion
Burn Hand Tool(s) Slip or Trip
Caught In/Under/Between Injured by Animal/Insect Sprain / Strain
Cut / Puncture / Laceration Machine Injury Struck By/Against/Object
Electric Shock Material Handling Struck By/Against/Person
Equipment Accident Portable Power Tool(s) Other (describe below)

Medical Treatment:  (Check one)
On-site First-aid only Urgent Care Facility Emergency Room Other (describe below)

Name and location of medical facility (enter N/A if employee received no treatment):

Was the employee admitted to the medical facility?

  Preparer's Name (print):_____________________  Preparer's Signature:_______________________Date:__________

 Employee's Signature:___________________________ Date:____________________________

 
      

                     
                     

                     

By signing above, the employee does hereby authorize any person or persons who have in the past, or will in the future medically amend, treat or 
examine me or any person who may have information of any kind which may be used to arrive at decision in any claim for injury or disease arising from 
the injury/illness described above, to disclose such information to the City, or any individual or entity authorized by the City.  A copy of this form  shall also 
serve as an original.
 **A completed report must be sent to the Safety Coordinator no later than the end of the shift in which the incident/injury occured, or a soon as reasonably 
possible if off-site medical treatment was obtained.  Completed forms can be faxed to (304) 348-8055 or emailed to adam.simon@cityofcharleston.org** 
ZĞvŝƐĞĚ 11/2024

CITY OF CHARLESTON
Report of Incident and Injury

Incident Date & Time:





  WORKERS COMPENSATION TEMPORARY TOTAL 

DISABILITY BENEFITS OR SICK LEAVE BENEFITS 

 

Employee Name: _________________________        Position Title_____________________________ 

Date of Injury: ___________________________        Claim # (if known) _________________________ 

Department: _____________________________        Supervisor: _______________________________ 

 

To the Employee: Please submit this completed form to the Safety Coordinator.  

If you are on the job injury will result in you missing three (3) or fewer consecutive scheduled workdays, you are not eligible to receive 

temporary total disability (TTD) benefits (i.e. wage replacement). However, any medical expenses incurred or any treatment of covered 

conditions as a result of the injury, if any, will be paid. Should your on the job injury result in you missing more than seven (7) 

consecutive scheduled work days, you may be eligible for Workers Compensation wage replacement beginning the date of injury, if 

eligible and approved. 

If you are absent from work due to a work related injury, you must choose to receive either Temporary Total Disability benefits ( TTD 

benefits ) from Workers Compensation or paid sick or vacation leave TTD benefits, you may use sick leave until you receive your initial 

TTD benefit check; however, this leave will be restored when you reimburse the City the net value of the paid sick leave used, according 

to the provisions of this policy. 

___    Option 1 

I elect to receive Workers Compensation TTD benefits; however, I understand that I may use sick leave and or vacation leave only until 

I receive my initial TTD benefits check. I understand that while receiving TTD benefits, I will be in a leave of absent without pay status. 

During this leave of absence without pay, I understand that I will accrue vacation leave. I will not accrue sick leave and I will not be 

paid for holidays during this leave of absence without pay. 

___   Option 2 

I elect to receive sick leave and or vacation leave benefits instead of Workers Compensation TTD benefits for the period that I am 

absent from work due to a work-related injury. While I am receiving paid leave benefits, I understand that I will continue to accrue 

vacation leave, sick leave, and be paid for holidays that occur during this period. After I exhaust my sick leave and or vacation leave, I 

understand that I am eligible to receive my TTD benefits during any remaining period of absence from work due to me compensable 

injury. If I receive TTD benefits, I understand that while receiving these benefits, I will be in a leave of absence without pay status. 

During this leave of absence without pay, I understand that I will accrue vacation leave. I will not accrue sick leave and I will not be 

paid for holidays during this leave of absence without pay. 

Employee's Statement: I understand that I must choose either Workers Compensation TTD benefits or paid sick leave and or annual 

leave, that I am not legally entitled to both for the same period. I understand that if I elect to receive TTD benefits and choose to 

receive paid sick leave and or annual leave until I receive TTD benefits check, I must reimburse the net value of the paid leave to my 

employer, who will then restore that leave. If I fail to reimburse my employer the net value of the paid leave used, I understand such 

amount will be deducted from future wage payments. 

 

Employee's Signature: ___________________________________________ 

Date Submitted: ___________________________ 
















