
 
 

  Witness Statement 
(Completion of all form fields is mandatory) 

 
 
 

    Witness Name:  Job title/Department:  

Work number:  Cell number:  

Home address:    

(Street address) (City, State) (ZIP) 
 

Accident location:   

Weather Conditions:   

  Date of Accident  Time of Accident  
 

 

 

 
 

Witness Signature Date 
 
 
 

Workers’ Compensation Return to: WCI@utdallas.edu Revised: October 2022 

 

 

 


	(Completion of all form fields is mandatory)

