
REHABILITATION INDIVIDUAL 
REPORT OF INJURY

N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  
DIVISION OF SERVICES FOR THE BLIND 

VOCATIONAL REHABILITATION

Description How Accident/Injury Occurred:

Place Injury Occurred (Worksite name, address, and location):

Time of Injury: Date of Injury: 

Name: 

DSB-4009wcc-b-VR Issued 04/01 Revised 12/01; 03/08 (page 1 of 1)

Witnessed: 

 Date: Signed: 

Describe Your Injuries:



[image: image1.jpg]

N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLIND VOCATIONAL REHABILITATION

REHABILITATION INDIVIDUAL REPORT OF INJURY



Name:      

Date of Injury:        

Time of Injury:      

Place Injury Occurred (Worksite name, address, and location):      

Description How Accident/Injury Occurred:      

Describe Your Injuries:      

		



		Signed

		Date:      





		Witnessed
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