
 

 
 

 
 

 
 

Employee Acknowledgment 
City of Texas City 

 
Safety Policy  

 
 
 
I have received the Safety Policy, and I understand that it is my 
responsibility to read and comply with the policy and any revisions 
made. 
 
 
 
 
 
 
 
 
Employee Signature      Date 
 
 
 
Print Employee Name 
 
 
 
 
   





The completed form must be received by the Human Resourse Department by 10:00 am the  Near Miss Report
morning following the injury/illness.  The supervisor is responsible for having the employee Exposure Report
 drug tested the day of the accident, if required by City policy. Accident Report

Time: AM PM

Home Address:
Married Single

Home Phone: Widowed Divorced

     Yes        NO

         Yes
         Yes
         Yes
         Yes
         Yes

Part of Body Injured: Type of Injury:
Eye (L       R       ) Laceration
Head Abrasion
Chest Puncture
Back Upper Lower Burn
Abdomen Fracture
Arm (L or R) (L       R       ) Strain-Sprain
Hand/Finger (L       R       ) Amputation
Leg (L or R) (L       R       ) Foreign Body
Foot - Toe (L       R       ) Hernia
Respiratory System Contusion
Other Other

Note:  False statements on this form is cause for disciplinary action, up to and including termination.

Employee's Signature: Date: 

Signature: Date: 

Signature: Date:

Employee # TWCC Report Submitted:        Yes No

Signature: Date:
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Marital Status:

Job Title:

Separated
No of children:

Spouses Name:

Reviewed by Department Head

When was this injury/illness reported to you? (Date and Time):
Additional Comments:

Name of Witness:

       No
       No

FOR PERSONNEL DIRECTOR'S USE ONLY

Return to Regular Job:
Return to Light Duty Job:

       No
       No

       No                 If yes, describe:_________________________________

For Supervior's Use

Lost Time Accident:

Described how injury/illness occurred: (Include, What, How, and Object/Equipment or Substance Involved:

Was Safety Equipment being used? 
Medical Attention Sought:

Did the injury/illness occur in the course of doing your regular job?

Name of Doctor:
Hospital/Clinic:

Immediate Supervisor' s Name:

Location where injury/illness occurred:

CITY OF TEXAS CITY                                                                  
EMPLOYEE'S REPORT OF INJURY/ILLNESS

Check One

Department:
Division:

To be completed by the employee the day of the injury/illness and given to supervisor for processing.

Employee Name: Date of Injury/Illness:



Division:
Yes         No

Time:

Did Injured Leave Work: Date: Time:

To Hospital

High (Major) High (Frequent)
Medium (Serious) Medium (Occasional)
Low (Minor) Low (Rare)

Date: 

Department Head's Signature: Date
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What are the basic or fundamental reasons for the existance of these acts and/or conditions? (Fundamental Cause)

LOSS SEVERITY POTENTIAL PROBALBE RECURRENCE RATE

Supervisors Signature:

A
N

A
LYSIS

PR
EVEN

TIO
N

What action is to be taken to prevent recurrence?

What action has already been taken to revent recurence?

For Material Handling Property Damage Accidents, Complete Additional Information on Reverse Side.

What acts, failures to act and/or conditions contribute most directly to this accident: (Immedidate Cause)

TO BE COMPLETED BY SUPERVISOR OR DEPARTMENT HEAD WITHIN 3 DAYS OF INCIDENT OCCURRENCE
Date Reported:

On  Employer's Premises:

Object/Equipment/Substance Causing Damage:

Property Damage

CITY OF TEXAS CITY
ACCIDENT/LOSS INVESTIGATION REPORT

Department:
Exact Location:

Actual Costs:

Date of Occurrence:
Personal Injury or Illness

Name:

Job Title:

Nature of Injury or Illness:

Expected Date of Return to Work:

Property Damaged:

Estimated Costs:

Object/Equipment/Substance Causing Injury or Illness

Nature of Damage:

Person with Most Control of Object/Equipment/Substance: Person with Most Control of Object/Equipment/Substance:

Did Injured Go to the Doctor:

Name of Physician or Hospital:

Describe clearly how the accident occurred.

D
ESC

R
IPTIO

N

AM PM

YES NO PMAM

YES NO NOYES



Near Miss Report
Accident Report

Time: AM PM  

Operator's License No.

Did the incident occur in the course of doing your regular job? Yes
       Yes     No Yes No

If yes, identify:
Yes No       Yes No

Note:  False statements on this form is cause for disciplinary action, up to and including termination.

Employee's Signature: Date: 

Signature: Date: 

Signature: Date:

Employee #

Signature: Date:
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Additional Comments:

CITY OF TEXAS CITY
EMPLOYEE'S MATERIAL HANDLING/PROPERTY DAMAGE REPORT

Check One

Division:
Vehicle/Equipment No.

To be completed by the employee the day of the incident and given to supervisor for 

Department: Date of Incident:

When was this injury/illness reported to you? (Date and Time):

Name and Address of Witnesses:

    No

Operator's Name:
Operator's Address:

Complete a diagram showing direction, name of streets, & position of automobiles, equipment, or property involved.  City Vehicle 
must be marked No. 1 and other Vehicle No. 2.  If more than two vehicles were involved, mark the vehicle No. 3.  Designate clearly 
point of contact.

FOR PERSONNEL DIRECTOR'S USE ONLY

Reviewed by Department Head

For Supervisor's Use

Were any citations issued:
If yes, to whom:

Did Police Investigate the accident?

Immediate Supervisor's Name:

Describe damages: (include what, how, conditions, and objects involved)

Location where incident occurred:

Was Anyone injured?

processing.  The completed form must be received by the Human Resourse Department by 
10:00 am the  morning following the incident.  The supervisor is responsible for having the  
employee drug tested the day of the accident, if required by City policy. 

Was safety equipment being used:

Vehicle/Equipment License No:



How much did it weigh?

Yes No

        Yes          No

Has the employee had previous material handling accidents?          Yes          No

         Yes          No

Name:

Print

Signature

Name:

Print

Signature

Name:

Print

Signature

Installed in insured's Car:        Yes No Yes No
Helpful in Minimizing Injuries Including Passengers: Yes        No
Explain
Helpful in Minimizing Injuries Including Passengers: Yes        No
Explain:

Did Police investigate accident? Yes No
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SUPERVISOR'S MATERIAL HANDLING/PROPERTY DAMAGE REPORT

Were there any abnormal conditions at the location of the accident (wet floors, material on floors, etc.)? 

What was being handled?

How high was the lift? Did the employee slip while lifting? 

Who was the employee working with at the time of accident?
ADDITIONAL COMMENTS/DESCRIPTION

How often is the job done?
Was the material handled in the standard way? 

Was the accident reported immediately? 

If yes, Explain: 

Comments:

Used at Time of Accident: 

Complete a diagram showing direction, name of streets, & position of automobiles, equipment, or property involved.  City vehicle must be marked 
No. 1 and other vehicle No. 2.  If more than two vehicles were involved, mark the vehicle No. 3.  Designate clearly point of contact.

AUTOMOBILE SEAT BELTS

Comments:

WITNESS STATEMENTS

If not, why?

If so, attach copy of police report.

Comments:
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