
	INCIDENT REPORT
Number:      

	

	Name of person involved:
	
	Position:
	     

	Date of Incident:
	   /      
 /     
	Date of Incident Report:
	   /      
 /     

	Where incident occurred:


Company (if applicable)
	     

	Address:
	     


	Type of Incident:
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 
 

	Tick appropriate box
	Motor vehicle accident/injury
	Incident at customer’s site resulting in injury
	Incident at customer’s site. No injury resulted
	Other

	

	Incident notified to:
	     
	Position:
	

	

	Details of Incident:
	

	     

	Was medical attention required:
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Details:
	

	Did you attend a Doctor or other medical personnel:
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Name & Address & Telephone
	

	Did you attend a hospital:
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Name & Address
	

	Is any further action required:
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Details:
	

	Your Recommendations: 
	     

	Signature of Supervisor:
	
	
	Date:
	      FORMTEXT 

  
 / 
 /     

	

	Actions / Recommendations:
(to be completed by Supervisor)
	

	Signature of CEO:
	
	
	Date:
	   / 

	Actions / Recommendations:
(to be completed by CEO)
	

	Incident to be Closed:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Signature of CEO:
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