
 

 

 

 

 

 

 

Attachment A 

Accident / Injury Report Form – Non-employee 
(Use when an accident or injury involves a County visitor or non‐employee) 

   



             
County of Cayuga 

Accident/Injury Report Non‐Employee 
 

 

Name and address of Injured Person _____________________________________________________ 

Injured Persons Date of Birth _____________________Phone Number __________________________ 
 
Parent of Legal Guardians Name _________________________________________________________ 
 
Address ______________________________________Phone Number __________________________ 
 
Date of Injury or Accident ________________________Time of Injury __________________________ 
 
Place of Injury (BE SPECIFIC) ____________________________________________________________ 
 
____________________________________________________________________________________ 
 
Date and Time Injury/Accident reported to an Employee of Cayuga County ______________________ 
 
Were there any Witnesses?  If so, Please give name, address and phone number of each witnesses 
_____________________________________________________________________________________ 
 
Type of Injury/Accident (Be Specific, (exactly what happened and what the Injury is) _______________ 
 
_____________________________________________________________________________________ 
 
Was an Ambulance called? ___________ If so by whom? ______________________________________ 
 
Did the injured person see a Doctor? ________ If so, Please give the Doctors name, address, phone 
number and date of treatment ___________________________________________________________ 
 
_____________________________________________________________________________________  
 
If the injured person was treated at a hospital, name of hospital, address and date of treatment 
_____________________________________________________________________________________   
 
Name and phone no. of Individual supplying information for this report _________________________ 
 
Relationship of individual reporting info. on the injury/accident to the injured party _______________ 
 
What measures could be taken to prevent a similar accident/incident from happening again?________ 
 
_____________________________________________________________________________________ 
 
Report taken by _______________________________________(An employee of Cayuga County)   
 
Received by ____________________________________________(Clerk of the Legislature Office) 
 
Note to County Departments:  this report when completed is to be immediately forwarded to the Clerk 
of the Legislature’s Office, 160 Genesee St., 6th Floor, Auburn, NY – Phone 253‐1498 Fax – 253‐1586 
e‐mail ‐ ssmith@cayugacounty.us  



 

 

 

 

 

 

 

Attachment B 

Work Related Injury/Illness Report/Investigation Forms 
(Use when an accident involves a County employee) 

   



Ver.5/10/11  

CAYUGA COUNTY  
INFORMATION (EMPLOYEE) FOR WORK RELATED INJURY/ILLNESS 

 
1. Reporting Work Related Injuries & Illnesses 
• Notify your immediate Supervisor/On-duty Supervisor 
• Seek medical treatment, if necessary. 
• Complete the Cayuga County Employee Report of Work 

Related Injury/Illness and submit to Supervisor within 48 
hours on injury. 

 
2. Medical Treatment 
• Notify your immediate Supervisor/On-duty Supervisor if 

you must leave work for medical treatment. 
• Seek a Workers’ Compensation Board approved medical 

provider. 
• Tell your provider that it is a work related injury and give 

them the information on the ID card below. 
• In all accepted workers’ compensation cases, your provider 

may not seek payment from you. 
• Do NOT use your regular health benefits coverage card. 
• You will receive an information packet in the mail with 

additional forms. Read and submit the forms as indicated 
in the packet. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Additional information on workers’ compensation 
in New York can be found at: www.wcb.state.ny.us 

 

3. If You Have To Be Out Of Work 
• Tell your Supervisor within one business day that your 

provider has placed you out of work. 
• You must submit the original provider’s note taking you 

out of work. 
• Update your department of your status after each provider 

appointment and submit a provider’s note documenting 
your status. 

     A. Leave with County pay* 
• If you choose to use your benefit time, you will 

continue to receive a County paycheck until your 
benefit time has been exhausted. Your other benefits 
will continue as if you were present except the accrual 
of sick time, which is governed by your contract.  

• *Sheriff department injuries with 207-C status have 
different benefits rules. Contact your department for 
details.  

B. Leave without County pay/Direct pay by the 
insurance carrier 

• If you choose leave without County pay, your other 
benefits, such as retirement benefits and insurances 
such as life or disability policies etc., could be affected. 

• If you carry health and/or dental policies through the 
County, you will still be responsible for your portion of 
the premium (what normally is deducted from your 
paycheck). You will be billed for this portion. Non-
payment will result in cancellation of your health and/or 
dental policies. 

• Once you are on direct pay by the insurance carrier, you 
will only be reinstated to payroll when you physically 
return to work. 

• By law, you cannot accept County pay and pay from 
the insurance carrier for the same period – this is fraud. 
If you receive both pays, contact the County payroll 
office within one business day (253-1481 or 253-1323). 

 
4. Returning To Work 
• You must tell your supervisor about your ability to return 

to work and any restriction as soon as your provider 
indicates. 

• You must submit a provider’s note releasing you to work 
before you return to work. 

• If you are scheduled to appear at a Workers’ Compensation 
Board hearing or have continuing related provider 
appointments, you must use your own leave time. This 
time is generally not restorable. 

• The insurance carrier may restore some of your benefit 
time used while on leave with County pay. The restoration 
is determined at the final Workers’ Compensation Board 
hearing, and may take a year or longer. 

• Holidays and floating holidays will not be restored. 
• Your payroll clerk will notify you when any benefit time 

has been restored. 
 

 

 

 

Front of ID Card 

Back of ID Card 

If you have questions, please contact the 
payroll office at 253-1481 or 253-1323 
 







  

CAYUGA COUNTY  
INFORMATION (SUPERVISOR) FOR WORK RELATED INJURY/ILLNESS 

 
 
 
1. When Notified of an Employee Injury 
• Make sure it is safe for you to reach the injured employee. 
• Request Emergency Medical help (911), if necessary. 
• Address any immediate safety issues to prevent further injuries. 
• Have the employee seek non-emergency medical treatment, if necessary. 
• Give the employee a copy of the “Information (Employee) for Work Related Injury/Illness” before they leave for medical care as it 

contains information on our workers’ compensation insurance that the provider will need. 
• Have the employee complete the Cayuga County “Employee Report of Work Related Injury/Illness”. 
 
2. After Injured Employee is cared for  
• Have any witnesses complete the “Statement of Employee of Injury/Illness”. 
• Complete the “Supervisor Report of Employee Injury/Illness” and submit to department head. 
• Send all original reports to the Payroll Office within 48 hours of the injury (no claim can be started without the reports): 

1. Employee Report of Work Related Injury/Illness  
2. Supervisor Report of Employee Injury/Illness 
3. Witness Statement of Employee of Injury/Illness, if any 

 
3. Out Of Work Employee 
• Employee must submit a provider’s note taking them out of work. 
• Employee must submit a provider’s note releasing them to work before you allow them to return to work. 
 
 
Department Payroll: 
A MSD form needs to be completed and sent to Human Resources & Civil Service for any time lost due to job-related injury. 
Check the “On Workers’ Compensation” box. In “Remarks”, indicate whether they are being paid using benefit time or if they are 
unpaid by the County 
A MSD form will need to be completed upon the employee’s reinstatement to work as well.  
Complete and submit a MSD form each time an employee goes back out on workers’ compensation or is reinstated. 
Contact Human Resources & Civil Service (253-1284) if you need additional help with this form. 
 
 
 
County Payroll Office: 

Cayuga County Treasurer, Attn: Payroll  
160 Genesee St, 5th Floor 
Auburn, NY 13021 
Phone:  (315) 253-1481 / (315) 253-1323 
Fax:      (315) 253-1369  
Email:  payroll@cayugacounty.us 

 
 

 
 
 
 
 
 
 
 
 
 
 
 

Ver. 5/10/11 



CAYUGA COUNTY  
SUPERVISOR INVESTIGATION REPORT OF EMPLOYEE INJURY/ILLNESS  

(PRINT or TYPE) 
 

1. Employee Name:       Injury Date:     Time of Injury:      

    Specific Location of Incident:             

2. Did you see it happen? YES   NO   When were you notified?  Date:   Time:    

    Did anyone else see it happen? YES NO (Please attach witness statements) 

    Names:                

    Non-employee involved? YES NO (resident, inmate, citizen) Name:       

    Equipment involved? YES NO (hoyer lift, step ladder, etc):        

3. Picture(s) of injury or incident scene taken? YES NO (attach copies) 

4. Investigation of Incident: 
      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

5.  Outcome/Recommendations for Corrective Action Plan: (repair equipment, staff education, policy/procedure 
     revision etc.) 
      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

Please use back or attach additional sheets if necessary for any further explanation. 
 
Supervisor Name:    Signature:     Work #:   
 
6. Did employee miss any work due to this injury? YES NO        First date missed:      

    Was employee paid for a full day on the day injured? YES   NO         

    Normal Work Week: Mon Tues Wed Thus Fri Sat Sun Other/Rotation:       

7. Any Additional Outcome/Recommendations as follow-up to incident:       

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

Dept Head/Designee:    Signature:      Date:   
Sheriff Office Only: 207-C? YES NO Date:  Init  
 
Send this report (original) with your Employee’s Report to:   

 Cayuga County Treasurer, Attn: Payroll                 315-253-1481 (phone) 315-253-1369 (fax) 
 160 Genesee St, 5th Floor, Auburn, NY 13021 payroll@cayugacounty.us    Ver. 5/16/11 



CAYUGA COUNTY  
WITNESS STATEMENT OF EMPLOYEE INJURY/ILLNESS  

(PRINT or TYPE) 
 

1. Injured Employee Name:       Injury Date:        Time of Injury:      

    Specific Location of Incident:             

2. Did you see the incident happen? YES   NO  

    Do you have any pictures or video of the incident? YES NO 

3. Describe what you saw happen in detail: 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

     ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

4.  What specific injuries, if any, did you see on the employee?        None Visible 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

      ________________________________________   __ ___________________________             _           _ 

Please use back or attach additional sheets if necessary for any further explanation. 
 
• I hereby affirm that the information contained above is true and complete.  
 

Witness Name:         Daytime Phone #     

Signature:          Date:        

Submit this statement to the Supervisor or Department Head, if known.  

Otherwise, please send directly to address below: 
 
 

Supervisor/Department Head: send this report (original) with your Employee’s Report to:   
 Cayuga County Treasurer, Attn: Payroll             315-253-1369 (fax)  
160 Genesee St, 5th Floor    315-253-1481 (phone) 
Auburn, NY 13021     payroll@cayugacounty.us 

   Ver. 5/10/11 



 

 

 

 

 

 

 

Attachment C 

Report of Motor Vehicle Accident /  

NYMIR Automobile Accident Guide 
(Use when an accident or injury involves a motor vehicle) 

 












