
Employee’s Report of Workplace Violence 

Date:         _________ 

Time:        _________ 

Location: ___________________________ 

____________________________________ 

Department:      _____________ 

Employee:         _____________ 

Supervisor:       _____________ 

Date Reported: _____________ 

Narrative Description (explain what happened, include a description of the threatening person) 

 

 

 

 

Witnesses: _________________________________________________________________________ 

o Thrown Object 

o Verbal Altercation / Yelling 

o Someone causing you to fear for your safety 

(Describe in statement) 

o Stalking 

o Physical Altercation / Injury 

o Persons refusing to leave 

o Person Exhibiting erratic behaviors 

o Threats Been Made 

o Other________________________________ 

_____________________________________ 

Corrective Action 

o Police Notified / Responded 

o Security Notified / Responded 

o De-escalation Techniques Applied (Handled 

yourself) 

o No Action Taken 

o Other (describe) ___________________________ 

 

THIS SECTION OPTIONAL 

Check one of the following: 

o In my opinion, I am not in need of medical treatment currently. 

o In my opinion, I have received sufficient on-site first aid care. 

I am fully capable of performing my usual and customary position. Currently, I decline medical 

care. In the future, if I need medical care related to this incident, I will notify my Supervisor 

immediately to request medical care and the DWC-1 form “Employee’s Claim for Workers’ 

Compensation Benefits.” 

o I request medical care and the DWC-1 form “Employee’s Claim for Workers’ Compensation 

Benefits.” 

Employee’s Signature: _____________________ 

Supervisor’s notes: _______________________________________________________ 

Supervisor Signature: ___________________ 

Submit Completed Form to Chief, Assistant Chief Captain or Anonymous Mailbox 

June 2024 


