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HOW TO REPORT AN INJURY 

All work related injuries or illnesses must be reported to your immediate supervisor and 1-800-633-
1197 within 24 hours of the occurrence.  In addition, incidents of a “near miss” nature must be 
reported to your immediate supervisor within 48 hours of the incident.  

 
A. Steps to Report an Injury:   

• If you are in a life threatening emergency situation, you should immediately seek medical 
treatment.  Arrangements should be made to notify UPMC WorkPartners at 1-800-633-1197 
and your supervisor as soon as possible. 

• If the injury is not life threatening, report the injury to your supervisor and immediately call  
1-800-633-1197 to report the work-related injury.   

 
B. Medical Treatment: 

• If your work related injury is not life threatening you must seek medical treatment with one of the 
designated panel providers.  If you do not utilize the medical providers listed on the panel 
provider list you may be responsible for payment of any treatment. 

• Within 24 hours of your report of injury, an employee of UPMC WorkPartners will contact you to 
ask a few questions to begin processing your claim.  UPMC will inquire about your condition to 
be sure that you are receiving medical treatment as necessary. 

• UPMC WorkPartners will also finish setting up your claim, complete the state Employer’s Report 
of Injury form and send a copy of this form to your home and union office if applicable. 

• UPMC WorkPartners will also contact your supervisor within 24 hours to advise him/her that you 
have reported a work-related injury.  Your supervisor will be asked to provide additional 
information about the injury.   

 
C. Forms to Complete: 

• Report your injury and work status to your supervisor as soon as possible and complete the 
Workman’s Compensation forms that discuss the City of Pittsburgh program. 

• Your supervisor will also direct you to complete a City of Pittsburgh Work Injury Report Form 
for your specific department.  Return the copies as per the instructions on the bottom of the 
report form.  

• You must also complete any forms that are specifically required by your department.  

• Your department is required to investigate the injury and complete an Incident Investigation 
Form.  This form is to be completed by the department manager, supervisor or foreman.   
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CITY OF PITTSBURGH 

WORK INJURY REPORT FORM 
 

Report On the Job Injuries to UPMC Work Partners @ 1-800-633-1197 

 

Name:  (Last)___________________   (First) __________________  (MI)  ___   Social Security No: ______________________ 

Job Title: ____________________________________________  Department:  ______________________________________ 

Supervisor’s Name: _______________________  Date of Incident: ______________   Time of Incident: __________    AM    PM 

Did You Seek Medial Treatment?    Yes   No Name of Hospital/Doctor:  _________________________________________ 

Did the City EMS Transport You?   Yes   No   What Body Part do you feel is injured?  _______________________________ 

Did Anyone Witness the Incident?   Yes   No   Unknown CCR#  ___________________________ 

Name & Phone Number of Any Witness:  _________________________________________________________________________ 

Truck #: ___________________________________  Route #:  __________________________________________________   

  

Please describe what happened in detail.  Be sure to answer the following questions:  Where and how did the incident occur?  What 

type of equipment were you using, if any?  What were the environmental conditions at the time of the incident?  Describe your 

symptoms as of the time of this report.  
_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

The description of the incident as detailed above is not intended to limit reporting of additional medical symptoms that may be 

discovered at a later date. 
 

 

        ______________________________________________                                         _________________ 

                                 Employee Signature                                                                                           Date 

 

** A copy of this document must go to 1) P&CSC Safety Office;  2) Union;  3) Employee Supervisor;  4) Employee 

 


