
Employee Injury Report Validation 

Date: [Insert Date] 

Employee Name: [Insert Employee Name] 

Employee ID: [Insert Employee ID] 

Department: [Insert Department] 

Injury Details 

Date of Injury: [Insert Date of Injury] 

Time of Injury: [Insert Time of Injury] 

Location of Incident: [Insert Location] 

Description of Injury: [Insert Description] 

Witness Information 

Witness Name: [Insert Witness Name] 

Contact Information: [Insert Contact Info] 

Validation Statement 

This report has been reviewed and validated by: 

Validator Name: [Insert Validator Name] 

Position: [Insert Position] 

Date of Validation: [Insert Validation Date] 

Signatures 

Employee Signature: ____________________ 

Validator Signature: ____________________ 

For any further questions or follow-up actions, please contact [Insert Contact Information]. 


