State of Wisconsin


Department of Administration


DOA-6436 (R05/96)





MATERIAL HANDLING INJURY ACCIDENT ANALYSIS REPORT





INSTRUCTIONS FOR SUPERVISORS:


Within 24 hours upon notification of an	 accident or claim, complete and return this report to your Worker's Compensation Coordinator. (Repetitive Motion Report Found on Reverse.)


Employe Name (As it appears on payroll)�
Date of Accident





�
�
How did the pain from this injury develop?      (  Suddenly	(  Gradually





If GRADUALLY, did the employe report or complain of any physical problems or symptoms prior to the accident?    (  Yes     (  No


If YES, when and to whom?











�
�
MATERIAL HANDLING INJURY�
�
Description of object / person being handled / lifted at time of injury














Approximate size:  ____________________________________       Approximate weight:  _______________________________


�
�
�
�
�
Please describe handling / lifting techniques used.�
Did the injury involve�
�
�
Bending�
(�
Yes�
(�
No�
�
�
Carrying�
(�
Yes�
(�
No�
�
�
Lifting�
(�
Yes�
(�
No�
�
�
Pushing�
(�
Yes�
(�
No�
�
�
Pulling�
(�
Yes�
(�
No�
�
�
Reaching�
(�
Yes�
(�
No�
�
�
Twisting�
(�
Yes�
(�
No�
�
�
�
�
With what frequency, pace and duration is the object  / person handled / lifted?  (e.g., 10 times / hour for 3 hours)





�
�
Did environmental factors (heat, cold, vibration, weather) contribute to this accident? 	(  Yes    (  No   If YES, in what way?








�
�
What material handling equipment and / or safety devices were available to the employe?











�
�
If applicable, was this equipment being properly used?        (  Yes    (  No     ( NA        If NO, please explain.











�
�
Has the employe received training in proper body mechanics / lifting techniques?		(  Yes     (  No


If YES, please indicate approximate date and type of training given.








�
�
Supervisor's Signature�
Date


�
�
Title�
Phone #


(             )�
�
COMPLETE THE REVERSE SIDE FOR REPETITIVE MOTION INJURIES


�
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REPETITIVE MOTION INJURY ACCIDENT ANALYSIS REPORT





INSTRUCTIONS FOR SUPERVISORS:


Within 24 hours upon notification of an	 accident or claim, complete and return this report to your Worker's Compensation Coordinator. (Repetitive Motion Report Found on Reverse.)





Employe Name (as it appears on payroll)





�
Date of Accident�
�



How did the pain from this injury develop?   (  Suddenly	(  Gradually





If GRADUALLY, did the employe report or complain of any physical problems or symptoms prior to the accident?   (  Yes	(  No


If YES, when and to whom?








�
�
REPETITIVE MOTION INJURY�
�



What specific activities does the employe perform with his / her wrists, hands, arms, shoulders, and/or neck?














How many hours per day?  _______________________________       How many hours per week?  _________________________


�
�



Are there any seasonal variations in the employe's work schedule?   	(  Yes     (  No       If YES, please explain

















�
�



How long has the employe worked in this position?        __________________


If less than 5 years, what type of positions did the employe have previously?














�
�



Does the employe actively participate in sports or other outside activities or hobbies, such as wood working, motorcycle riding, needlework, etc., that could possibly be related to this type of injury?		(  Yes     (  No     (  Don’t Know


If YES, please describe the activities.














�
�



Has the employe received training in proper body mechanics / lifting techniques?	        (  Yes     (  No


If YES, please indicate approximate date and type of training given.











�
�
Supervisor's Signature�
Date


�
�
Title�
Phone #


(             )�
�
COMPLETE THE REVERSE SIDE FOR MATERIAL HANDLING INJURIES


