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Injury/Accident/Incident Report
	Record details of accidents/ incidents and/or injuries/illness that require or have the potential to require medical treatment or to cause damage. Add additional notes if required.

	Name of person reporting accident/incident/injury/illness:
	[bookmark: _GoBack]Date Reported:  ____/____/____

	Type of Report:	Injury/Illness |_| (Complete Section A, B and C)	Accident/Incident (No Injury) |_| (Complete Section B)

	Section A

	Name of injured person: 
	Employee |_|	Visitor |_|	Other |_| _________________

	If Employee – Job Title: 
	Date of Birth: ____/____/____

	Contact Details - Address: 
	Ph.: 

	What part of the body was injured as a result of the accident? (Select body part and location where applicable):  

	[bookmark: Check1]Head	|_|
	[bookmark: Check319]Nose	|_|
	[bookmark: Check320]Elbow - Left/Right	|_|
	[bookmark: Check327]Fingers/Thumb	|_|
	[bookmark: Check328]Groin/Hip - Left/Right	|_|
	[bookmark: Check332]Shin/Calf - Left/Right	|_|

	[bookmark: Check313]Face	|_|
	[bookmark: Check318]Neck	|_|
	[bookmark: Check321]Forearm - Left/Right	|_|
	[bookmark: Check326]Chest	|_|
	[bookmark: Check329]Buttock - Left/Right	|_|
	[bookmark: Check333]Ankle - Left/Right	|_|

	[bookmark: Check314]Ear - Left/Right	|_|
	[bookmark: Check317]Shoulder - Left/Right	|_|
	[bookmark: Check322]Wrist - Left/Right	|_|
	[bookmark: Check325]Back - Upper/Lower	|_|
	[bookmark: Check330]Thigh - Left/Right	|_|
	[bookmark: Check334]Foot/Toe - Left/ Right	|_|

	[bookmark: Check315]Eye - Left/Right	|_|
	[bookmark: Check316]Upper Arm - Left/Right	|_|
	[bookmark: Check323]Hand - Left/Right	|_|
	[bookmark: Check324]Stomach	|_|
	[bookmark: Check331]Knee - Left/Right	|_|
	Internal	|_|

	Describe the injury/illness? (eg. laceration, bruising, fracture, strain):

	

	What treatment was provided following the injury? (eg. bandage wound and sent to casualty):

	

	Section B

	When did the accident/incident/injury/illness occur: 
	  Time: ___:___am/pm
	Date:  ____/____/____

	Exact Location where the accident/ incident/injury/illness happened: 

	What happened/Who was involved? (include equipment/the names of people involved (use eye witnesses if available - get a written account):

	

	Why did the accident/incident/injury/illness happen? (use eye witnesses if available - get a written account): 

	

	What will you do to make sure accident/incident/injury/illness does not happen again?

	Action
	Person Responsible
	Timeframe
	Action Completed (Date/Signature)

	
	
	
	

	
	
	
	

	Witness Contact details:

	Name
	Address
	Phone

	
	
	

	
	
	

	Worksafe Authority Notification: Required YES / NO 
Date Notified: __/__/__   Time:  ___:___am/pm  Reference No.:                                         Form Completed Date:  __/__/__    Time: ___:___am/pm

	Form completed by:                                                                                                         Signature:

	NB: Is further investigation of this accident/incident required due to: a) the cause is not obvious or is complex; b) the actual or potential damage or injury being serious and/or c) it is a notifiable incident?  YES / NO - If YES, complete an Accident Incident Investigation Report.

	Section C

	Management Representative Name:
Position:
Signature:
Date: __/__/__
	Injured Person Name:
Signature:
Date: __/__/__
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