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Form
Post Incident Review



PLEASE PRINT CLEARLY

Employee Name: _______________________________________  
Date of Incident: _______________________________ Time of Incident: _______________________  AM  PM
Incident Location: ____________________________________________________________________________
 
One Day Post Incident Review Conducted By:______________________________________________________
 Date:__________________________
[bookmark: _Hlk110840651]Were you or someone else hurt as a result of the incident?  ☐ Yes  ☐ No  
Body Part Injured: ___________________________
Do you feel capable of working without restriction ☐ Yes  ☐ No  Needed accommodation if any: 
___________________________________________________________________________________________
Do you intend to seek medical attention for this incident? ☐ Yes  ☐ No   
Anticipate care date:_____________    
Name,  Address and phone number of Medical Provider you intend to see: ___________________________________________________________________________________________
___________________________________________________________________________________________
[bookmark: _Hlk110839885]Have you sought medical attention for this incident? ☐ Yes  ☐ No  if Yes, are you continuing to seek medical attention?  ☐ Yes  ☐ No
Date medical care began: ___________________       Date of most current medical visit:____________________ 
Name,  Address and phone number of Medical Provider: ___________________________________________________________________________________________
___________________________________________________________________________________________
If an employee answers yes to any of the questions above, the Medical Release to Return to Work form must be completed and returned to HR and Safety prior to the employee returning to work.

Employee Signature: ___________________________________                  Date:__________________________ 
WyCo Supervisor  Signature: _____________________________                  Date:__________________________      
PLEASE PRINT CLEARLY

Employee Name: _______________________________________  
Date of Incident: _______________________________ Time of Incident: _______________________  AM  PM
Incident Location: ____________________________________________________________________________
 
One Week Post Incident Review Conducted By: ___________________________________________________
Date:__________________________
Were you or someone else hurt as a result of the incident?  ☐ Yes  ☐ No  
Body Part Injured: ___________________________
Do you feel capable of working without restriction ☐ Yes  ☐ No  Needed accommodation if any: 
___________________________________________________________________________________________
Do you intend to seek medical attention for this incident? ☐ Yes  ☐ No   
Anticipate care date:_____________    
Name,  Address and phone number of Medical Provider you intend to see: ___________________________________________________________________________________________
___________________________________________________________________________________________
Have you sought medical attention for this incident? ☐ Yes  ☐ No  if Yes, are you continuing to seek medical attention?  ☐ Yes  ☐ No
Date medical care began : __________________       Date of most current medical visit:____________________ 
Name,  Address and phone number of Medical Provider: ___________________________________________________________________________________________
___________________________________________________________________________________________
If an employee answers yes to any of the questions above, the Medical Release to Return to Work form must be completed and returned to HR and Safety prior to the employee returning to work.

Employee Signature: ___________________________________                  Date:__________________________ 
WyCo Supervisor  Signature: _____________________________                  Date:__________________________     
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