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STATE OF CALIFORNIA 
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DEPARTMENT OF PESTICIDE REGULATION 
ENFORCEMENT BRANCH

PRIORITY INVESTIGATION
 YES # NO 

OTHER I.D. NO. COUNTY OF OCCURRENCE DATE OF OCCURRENCE
MO DAY YR 

COMPLAINT SIGNED 
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ACTIVITY OF PERSON EXPOSED/INVOLVED 
Mixer/Loader

Applicator 

Field Worker* 

Public* 

Other* 

Explain 

W
IT

N
E

S
S

/IN
JU

R
E

D
/C

O
M

P
LA

IN
A

N
T 

NAME AGE SEX WHS NO. NO. OF WORKDAYS LOST 
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PHYSICIAN ADDRESS PHONE 
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PROTECTIVE MEASURES USED 
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Eye/Sun Glasses 
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Chemical Resistant Gloves 
Other 

None 

INHALATION 
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None 

OTHER 
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