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Accidental Injury and Illness Report 
University of Hawaiʻi at Hilo | Environmental Health and Safety Office 

I. INJURED PARTY INFORMATION

Full Name: ________________________________________________ 

UH ID Number: ________________________________________________ 

Status:       Student       Faculty/Staff       Visitor       Contractor 

Department: ________________________________________________ 

Phone Number: ________________________________________________ 

II. INCIDENT DETAILS

• Date of Incident: ____________________

• Time of Incident: ____________________

• Exact Location: (Building, Room #, or Outdoor Area)

• Witnesses: (Names and Contact Info)
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III. DESCRIPTION OF INCIDENT 

Provide a detailed account of what happened.  Use additional sheets if necessary: 

Example: "While lifting a crate in the loading dock, I felt a sharp pain in my lower back." 

 

 

 

Nature of Injury/Illness: (e.g., Cut, Burn, Strain, Chemical Exposure) 

 

Body Part Affected: (e.g., Right Index Finger, Left Ankle) 

 

IV. TREATMENT INFORMATION 

• Was First Aid administered on-site?       Yes       No 
• Was the party transported to a medical facility?       Yes       No 

 
• If yes, name of facility: ____________________________________ 

V. SUPERVISOR / REPORTER SIGNATURE 

I certify that the information provided above is true to the best of my knowledge. 

Name of Reporter: ______________________________ Date: ____________ 

Signature: ________________________________________ 

 

Submission Instructions 

Please submit this completed form to the UH Hilo Environmental Health and Safety 
Office within 24 hours of the incident. 

• Email: uhhehso@hawaii.edu 
• Office Location: UCB 151 
• Emergency: Call Campus Security at (808) 974-7911 for immediate assistance. 
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