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	INCIDENT REPORT FORM

	Name of person injured/involved
	     

	Employee 
	 FORMCHECKBOX 

	Contractor 
	 FORMCHECKBOX 

	Visitor 
	 FORMCHECKBOX 


	Date of Incident
	     
	Time:
	     

	Location of incident
	     

	Machine, plant, vehicle or property involved:
	     

	Type of injury
	     

	Injured part of body
	     

	Time since shift started 
	     
	When reported
	     

	Was first aid given?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Who by
	     

	Was further medical treatment sought?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, where?
	     

	Is this a lost time incident?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Who was the GP?
	     

	Witnesses

	Name
	     
	Contact Number
	     

	Name
	     
	Contact Number
	     

	Name
	     
	Contact Number
	     

	Describe what happened

     


	What could be done to prevent this occurring again?

     


	

	Date
	     

	Completed by
	     
	Signature
	     

	Supervisor
	
	Signature
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