Alton Fire & Rescue Department
Standard Operating Guidelines (SOG)

SOG 1.1.2 First Report of Personal Injury (Reference SOP 1.1.2)

PURPOSE: To ensure the reporting of any injury to Department personnel.
SCOPE:  All Department members

SPECIFICS:

¢ EVERY injury shall be reported to the senior ranking member
on the scene and documented within 24 hours on the First
Report of Injury (FRI) form and the Notice of Accidental Injury
or Occupational Disease form.

¢ All injuries/illnesses occurring on the fire ground or during a
fire department activity that require hospital treatment shall be
reported to the Fire Chief as soon as possible by the senior
ranking member at the scene.

e All blood-to-blood contact shall be reported to the Fire Chief as
soon as possible by the member having contact or the senior
ranking member at the scene.

DATE: April 24, 2006
Revised: August 13, 2008:
Revised: December 15, 2008
Revised: April 20, 2009



Alton Fire & Rescue Department
Standard Operating Procedure (SOP)

SOP 1.1.2 First Report of Personal Injury
PURPOSE: To ensure the reporting of any injury to Department personnel.
SCOPE:  All Department members

SPECIFICS:

o EVERY injury shall be reported to the senior ranking member on the
scene and documented within 24 hours on the First Report of Injury
(FRI) form and the Notice of Accidental Injury or Occupational
Disease form (8aWCA). (Attached — can be printed)

o These forms shall be completed and forwarded to the Executive
Secretary of the Alton Fire and Rescue Department on the first
working day following the injury in TRIPLICATE.

o Individual personnel will be held accountable for reporting all
injuries he/she sustains.

o All injuries/illnesses occurring on the fire ground or during a fire
department activity that require hospital treatment shall be reported to
the Fire Chief as soon as possible by the senior ranking member at the
scene.

o Senior Ranking member on the scene shall be accountable for
reporting these cases to the Fire Chief,
¢ All blood-to-blood contact shall be reported to the Fire Chief as soon
as possible by the member having contact or the senior ranking
member at the scene.

o Individual personnel will be held accountable for reporting all
blood/body fluid contact as soon as the individual’s medical
condition allows. '

o In the event the medical condition does not allow him/her to
report the blood-to-blood contact to the senior ranking member,
the incident shall be reported to the Fire Chief, within 24 hours.

DATE: Approved: December 15, 2008 Revised: April 20, 2009
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THE STATE OF NEW HAMPHSIRE
DEPARTMENT OF LAROR
SPAULDING BUILDING
95 PLEASANT STREET
CONCORD, NEW HAMPSHIRE
NOTICE OF ACCIDENTAL INJURY OR OCCUPATIONAL DISEASE 8aWCA
' (Please print or type)
To ___Town of Alton Phone # 603-875-0203
(Name of Employer) T
P.O. Box 659, Alton, NE 03809
(Business Name ang Address) ) i

IN ACCORDANCE WITH RSA 281-A:20, This is to notify you that an injury occureed,

8S#
(Name of Injured Employee)
Daytime Phone #
(Address of Injured Employae)
(Date of Accident or First Trestment)
(Place Accidest Happened)

Describe your infury or disease, and how it happened. Identify the body part(s) affected,

Y bave been unable to work since my injury. O 0
Yes Ne
I have incurred the following medical bills. : -
Name of Doctor Dates of Service Amount
Namie of Hospital Dates of Service Amourt
Other Dates of Service Amount
(Employer's Signature) ' (Employee’s Signature)
(Date) : Date)
This form ean be returned to DOL with or without employsr’s signatare,
NOTICE TO EMPLOYER

YOU MUST FILE AN EMPLOYER'S FIRST REPORT. Form No. 8WC, WITH THE LABOR COMMISSIONER AND
THE NEAREST CLAIMS OFFICE OF YOUR INSURANCE CARRIER, AS SOON AS POSSIBLE AFTER
ACQUIRING KNOWLEDGE OF THE OCCURRENCE OF AN OCCUPATIONAL INTURY OR DISEASE TO
ONE OF YOUR EMPLOYEES OR UPON PRESENTATION OF THIS NOTICE BY HIM, BUT NO LATER
THAN FIVE DAYS THEREAFTER. FAILURE TO COMPLY CARRIES AN AUTOMATIC CIVIL PENALTY
OF UP TO $2500. (RSA 281-A:53)

Form No. 8aWCA (Rev. 08/01) Employer’s Copy - White Employee’s Copy - Pink



