AMS STAFF LEASING

WITNESS STATEMENT

COMPLETE ALL BLANKS

Name of Witness




 Date of this report




Employed by






Name of injured worker






Date & Time of injury



Client where incident occurred









Address where incident occurred









Are you related to the injured worker?



How long have you known the injured worker?








DID you actually see the incident?






Explain, in detail, what you saw or know regarding this incident:





















































List names of any other persons who may have information regarding this incident:


























Is there any other information that you know that would assist in providing a fair evaluation of this incident?






















Print name




Signature






Phone #:





Please return to AMS- Risk Management Department via fax at (972) 404-4450

