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Supplemental/Investigatory Report 
	Agency:      
	Employee:      

	Location:      
	Reporting Individual:      

	Date of injury:      
	Title of Reporting Individual:       

	Reason for Report (select as many as apply & explain each in detail):

	 FORMCHECKBOX 
  Question the validity of the claim/whether the injury is work related.  Please explain concerns in detail:
     


	 FORMCHECKBOX 
  Claim for stress-related conditions.  Please explain including physical and stress related to the job:

     


	 FORMCHECKBOX 
  Claim for a repetitive motion type of injury.  Please explain including repetitive duties:

     


	 FORMCHECKBOX 
  Observations that may shed light on the validity of the claim or which need to be considered during the investigation of the claim.  Please explain in detail including the source of any information:

     


	 FORMCHECKBOX 
  Significant lapse in time between the injury and employer notification.  Please explain how the employer became aware and any other significant details related to the timing:

     


	

	Signature:
	Date:      











