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An INCIDENT/ACCIDENT REPORT FORM is required for all accidents, injuries or illnesses that occur on the site. Please complete this form and return it to the HUMAN RESOURCES DEPARTMENT as soon as possible.

Provide the name of the person or area (building, room etc.) impacted by this incident, whether or not an injury or illness occurred:
EMPLOYEE’S NAME or SPECIFIC LOCATION: ______________________________________________
YOUR NAME (IF DIFFERENT):_______________________________________________

DATE OF INCIDENT: ___/___/___ TIME OCCURRED: ___:___ AM PM
DATE REPORTED: ___/___/___ TIME REPORTED: ___:___ AM PM
INCIDENT WAS REPORTED TO: ______________________________________________

ADDRESS/LOCATION WHERE ACCIDENT/INJURY/ILLNESS OCCURRED:
__________________________________________________________________________
(Street, City, State, County, Zip)

What happened?
WERE YOU (OR PERSON IMPACTED) DOING NORMAL WORK AT THE TIME OF INCIDENT? __ YES __NO (if no, please explain what you were doing at the time):
______________________________________________ ____________________________________
____________________________________________________________________________________________________________________________________________________________________
FULLY DESCRIBE THE INCIDENT WHETHER OR NOT AN INJURY OF ILLNESS OCCURRED: (Did you fall, were you struck, etc.? Include details such as how it occurred, tools, machinery, objects, vapors, chemicals, radiations, unnatural motions, repetitive motions, etc.  If machinery was involved, name the machinery and describe its function. Were you lifting, pulling, pushing, carrying, or using certain solvents or other chemicals in performing the job? Falls should be described as indoors or outdoors and the last object struck should be named. Attach additional page if necessary:
__________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF AN INJURY OCCURRED, PLEASE DESCRIBE IT: Describe the injury in detail and indicate part(s) of body affected:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF YOU BECAME ILL, PLEASE DESCRIBE IT: (What were the symptoms? When did the symptoms first occur? What do you suspect as the cause for these symptoms? __________________________________________________________________________________
__________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who else was involved or witnessed the incident?
NAME(s) OF OTHER INDIVIDUALS INVOLVED: ____________________________________________________________________________________________________________________________________________________________________
NAME OF WITNESSES: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WAS THE AN EMERGENCY MEDICAL TEAM SUMMONED TO THE SITE OF INCIDENT? __ YES __NO
WAS IT NECESSARY TO INVOLVE LAW ENFORCEMENTS? __ YES __NO
WHAT LAW INFORCEMENT AGENCY RESPONDED TO THE INCIDENT?
__________________________________________________________________________________

I declare that the foregoing statements are true to the best of my knowledge and belief.
__________________________________________________________________


FOR HUMAN RESOURCE USE ONLY
First Aid Administered by: ____________________________________________________________________
Employee Referred to Physician and given instruction/information on filing a workers compensation claim
by: ________________________________________________ on _________ at ________.
(Name, Date, Time)

Possible safety/health hazard reported to: ___________________________________________ on ________.
(Name, Date)
