VIRGINIA DEPARTMENT OF EMERGENCY MANAGEMENT
EMPLOYEE INCIDENT REPORT (EIR)

Piease complets this form for any work-related injury and forward to your
suparvisor. mﬂufotmmuthilm;dhmoﬁmﬁuw:koddmtﬂmﬂ}

Empiloyee's Néma:
Job Title:
Department:

Describs in detsi! how and whers the injury occurred, noting any witnesses. Also
describe the neture of the injuey or liiness, including parts of the bady that are

Date of injury: Time of Injury:
Witnesses:
City or County where accident occurred:

Detafied Description:

Empioyses Bigraturs | Date

01/01



