Accident/Incident Report Form
PART 1: TO BE COMPLETED BY AFFECTED PARTY
Date of Incident:  _______________






Time:  ________ AM/PM
Location of Incident: 
Name of injured person:  










Address:  












Telephone Number(s):










Date of Birth:  ________________
                         

Male ______
Female _______

Who was injured person? (Tick the appropriate box)
Visitor/Customer 
     Employee 
Type of injury:  











Briefly explain what took place:  









        Signature of injured party





            Date

PART 2: TO BE COMPLETED BY MANAGER/SUPERVISOR
Did the injured person require medical attention?
     Yes  
No 

Name of attending physician/hospital:  



              


  
Address:  












Telephone number physician/hospital:  








Management/Supervisor’s Account of Incident which supplements and/or clarifies information provided by injured party:  
If an injury, (1) explain activities occurring when injury or illness occurred and what tools, machinery, chemicals, were involved, (2) what happened to cause this injury or illness (3) what was the injury or illness (i.e., state the part of body affected and how it was affected).  






  Signature of Manager/Supervisor






 Date



