FOR OFFICIAL USE ONLY

SUPERVISOR’S SUPPLEMENTAL MISHAP INVESTIGATION
CASE NUMBER:



TO:
COMMANDER, NAVY REGION HAWAII


REGIONAL SAFETY & OCC HEALTH DEPT


(CODE N466) PEARL HARBOR, HI  96860-4884
INSTRUCTIONS

All workplace mishaps are to be investigated per OPNAVINST 5100.23.  Complete and submit this form  and a dispensary permit/medical data to Navy Region Hawaii Code N466 

PRIVACY ACT STATEMENT

Authority:  5 U.S.C. 301, Department regulations and E.O. 9397

Principal Purpose: To ensure prompt investigation of occupational injuries, and to initiate any necessary immediate corrective action.

Routine Use: Routinely used by the Regional Occupational Safety and Health Office to perform official duties in the investigation of mishaps that may have caused occupational injury, illness or property damage.



PLEASE TYPE OR NEATLY PRINT

    DATE OF ACCIDENT (MONTH/DAY/YEAR/)

TIME OF ACCIDENT   
AM          PM 

CIRCLE ONE
      NAME OF COMMAND  / ACTIVITY   

INJURED EMPLOYEES NAME (LAST, FIRST, MI                                        
    SOCIAL SECURITY  # 
     SEX
                DATE OF BIRTH 

___ /___ /___  (MONTH / DAY / YEAR)

         INJURED EMPLOYEES JOB  TITLE


  SERIES               
    GRADE
ON / OFF DUTY?

     
          MONTHS    EXPERIENCE

           AT  THIS TYPE OF JOB    _____

      SUPERVISORS NAME                     
   PHONE #
CIVILIAN  (SERIES/GRADE)          ________                 MILITARY (DESIGNATOR/RANK) ________
      SPECIFIC LOCATION OF MISHAP

MEDICAL DIAGNOSIS (SPECIFY WHAT THE ILLNESS OR INJURY WAS, THE BODY PARTS INVOLVED AND ANY OTHER KNOWN DETAILS.  FOR EXAMPLE, CHEMICAL BURN TO LEFT FOREARM, FOREIGN OBJECT EMBEDDED IN RIGHT EYE)



ESTIMATE OF LOST TIME (DO NOT INCLUDE THE DAY OF ACCIDENT WHEN COMPUTING LOST TIME).  _____LOST WORK DAYS
(
)
DID NOT SEEK MEDICAL ATTENTION

(
)
FIRST AID - WENT TO MEDICAL CLINIC AND RETURNED TO WORK SAME DAY

(
)
MEDICAL CARE RECEIVED FROM PRIVATE DOCTOR/HOSPITAL ___ OR MEDICAL CLINIC ___  RETURNED TO WORK THE NEXT DAY

(     )  
MEDICAL CARE RECEIVED FROM PRIVATE DOCTOR __ OR MEDICAL CLINIC __  DID NOT RETURN TO WORK THE NEXT DAY)

DESCRIBE THE SPECIFIC JOB OR TASK THE EMPLOYEE WAS DOING WHEN HURT/BECAME ILL AND LOCATION

(EXAMPLE, LAYING FLOOR TILE IN BLDG A-12, PAINTING TRAFFIC LINES ON NORTH ROAD, ETC.)



CAUSE(S) OF THE ACCIDENT 

(CHECK ALL THAT APPLY)

UNSAFE CONDITIONS
                         UNSAFE ACTS                                                         UNSAFE ACTS

(   ) Material/Equipment Failure
(   )  Personnel Error
(   ) Overconfidence

(   ) Environment/Weather
(   ) Improper Procedure
(   ) Misunderstanding

(   ) Uneven/Slippery Surface
(   ) Working without Safety Guard
(   ) Not Taking Proper Caution for Known Risks

(   ) Warning Signs Not Posted
(   ) Horseplay
(   ) PMS/Maintenance Performed Improperly

(   ) Improper Design
(   ) Working with Energized Equipment
(   ) Insufficient Maintenance

(   ) Inadequate Illumination
(   ) Did not Recognize Hazardous Situation
(   ) Insufficient Knowledge

(   ) Defective Design
(   ) PPE not used as required
(   ) Insufficient Experience

(   ) Poor Housekeeping
(   ) Proper Tool(s) Not Used
(   ) Emotionally Aroused

(   ) Other:
(   ) Inadequate Planning
(   ) Fatigue


(   ) Unsafe Posture
(   ) Alcohol or Drugs


(   ) Lack of Concentration
(   ) Illness


(   ) Distracted/Inattentive
(   ) Inadequate Physical Conditioning


(   ) Haste
(   ) Improper Attitude/Motivation


(   ) Failed to Follow Established Procedures
(   ) OTHER:

ROSH OFFICE USE ONLY


WAS THERE MATERIAL OR PROPERTY DAMAGED?  YES___ NO___

IF YES, WHAT TYPE OF MATERIAL/PROPERTY DAMAGE?  


ESTIMATED COST OF NON-DOD PROPERTY

ESTIMATED REPAIR/REPLACEMENT COST FOR PROPERTY



NAVREG HI 5102/1 (3-04)

FOR OFFICIAL USE ONLY

MISHAP INVESTIGATION

DETAILED DESCRIPTION OF MISHAP (describe what happened, when it happened, how it happened, why it happened, to whom it happen.

Also include the cause of the mishap if known and if there were any witnesses.  Please print clearly or type and give complete information.







































CORRECTIVE ACTION TAKEN (WHAT WAS, IS, OR WILL BE DONE TO PREVENT A SIMILAR OCCURRENCE OF THIS MISHAP)?

Was the hazard removed so as not to hurt another employee?  Were procedures changed to prevent another mishap? If so, what were they?  

Training provided to the injured employee? To all employees? (stand-up safety training) If so forward a copy of the training roster to Safety. 





























THIS REPORT WAS PREPARED BY

TYPED/PRINTED NAME/JOB TITLE OF WHO FILLED OUT THE REPORT

PHONE NUMBER
CODE
DATE

SUPERVISOR’S FULL NAME (PLEASE PRINT) SIGNATURE AND PHONE NUMBER


CODE
DATE

REVIEWED BY/MISHAP INVESTIGATOR SIGNATURE (RESERVED FOR SAFETY OFFICE USE)

DATE

NAVREG Hi 5102/1 (3-04)

