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Employee Incident Report

	Employee
	     
	SS #
	   -  -    
	D.O.B.
	  /  /    
	Gender
	 FORMDROPDOWN 

	Log #
	     

	Building
	     
	Position
	     
	Hire Date
	  /  /    

	Home Address
	     
	Home Phone
	(   )    -    

	Date of Incident
	  /  /    
	Day of the Week
	 FORMDROPDOWN 

	Time
	         FORMCHECKBOX 
 a.m.    FORMCHECKBOX 
 p.m.

	Place of Incident
	 FORMDROPDOWN 

	If ‘Other’, describe
	     

	Nature of Incident
	 FORMDROPDOWN 

	If ‘Other’, describe 
	     

	Injured Body Part
	Side   FORMDROPDOWN 

	Area    FORMDROPDOWN 

	If ‘Other’, describe 
	     

	Caused By
	 FORMDROPDOWN 

	If ‘Other’, describe 
	     

	Explanation of Injury
	     

	Was blood or other bodily fluid present?
	 FORMDROPDOWN 

	If ‘Yes’, was personal protective equipment used?
	 FORMDROPDOWN 


	Witness(es)
	Name
	     
	Address
	     
	Home Phone
	(   )    -    

	
	Name
	     
	Address
	     
	Home Phone
	(   )    -    

	
	Name
	     
	Address
	     
	Home Phone
	(   )    -    

	Immediate Action Taken (Check all that apply)

	First Aid
	Medical Care Needed

	 FORMCHECKBOX 
 Observation, Rest
	 FORMCHECKBOX 
 None, Returned to Work

	 FORMCHECKBOX 
 Ice, Elevation of Injured Body Part
	 FORMCHECKBOX 
 Sent Home

	 FORMCHECKBOX 
 Wound Care
	 FORMCHECKBOX 
 Doctor/Urgent Care
	Name:
	     
	Date
	  /  /    

	 FORMCHECKBOX 
 Other
	Describe
	     
	 FORMCHECKBOX 
 Emergency Room

	 FORMCHECKBOX 
 By Whom
	     
	 FORMCHECKBOX 
 911 Called

	
	 FORMCHECKBOX 
 Other
	Describe
	     

	
	 FORMCHECKBOX 
 Missed Work
	Days Missed
	   
	Days Hospitalized
	   

	Injured Area (Check all that apply)
	Indicate Area of Injury (Circle area)
	Type of Injury (Check all that apply)

	 FORMCHECKBOX 
 Head
	
	 FORMCHECKBOX 
 Abrasion

	 FORMCHECKBOX 
 Eye
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Amputation

	 FORMCHECKBOX 
 Shoulder
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Site
	Specify
	     

	 FORMCHECKBOX 
 Arm
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Bruise

	 FORMCHECKBOX 
 Elbow
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Burn

	 FORMCHECKBOX 
 Wrist
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Concussion

	 FORMCHECKBOX 
 Hand
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Cut/Laceration

	 FORMCHECKBOX 
 Finger
	Specify
	     
	
	 FORMCHECKBOX 
 Foreign Body

	 FORMCHECKBOX 
 Back
	
	 FORMCHECKBOX 
 Fracture

	 FORMCHECKBOX 
 Chest
	
	 FORMCHECKBOX 
 Hearing Impaired

	 FORMCHECKBOX 
 Abdomen
	
	 FORMCHECKBOX 
 Infection

	 FORMCHECKBOX 
 Pelvis
	
	 FORMCHECKBOX 
 Pain
	Specify
	     

	 FORMCHECKBOX 
 Hip
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Puncture

	 FORMCHECKBOX 
 Leg
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Rash/Dermatitis

	 FORMCHECKBOX 
 Knee
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Respiratory

	 FORMCHECKBOX 
 Ankle
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Strain/Sprain

	 FORMCHECKBOX 
 Foot
	 FORMCHECKBOX 
 Left
	 FORMCHECKBOX 
 Right
	
	 FORMCHECKBOX 
 Other
	Specify
	     

	 FORMCHECKBOX 
 Toe
	Specify
	     
	
	

	 FORMCHECKBOX 
 Other
	Specify
	     
	
	

	
	
	

	Employee Signature                                      Date
	Administrator Signature                               Date
	Reviewed By Safety Coordinator                Date


	Cause of Incident

	To Be Completed with Supervisor/Administrator

	Employee Name
	     

	1a.
	Could this incident have been prevented?
	 FORMDROPDOWN 


	1b.


	If yes, explain:

     

	2a.
	Was this incident caused by an unsafe act or condition?
	 FORMDROPDOWN 


	2b.


	If yes, explain:

     

	3a.
	Have similar incidents occurred before?
	 FORMDROPDOWN 


	3b.


	Reason for recurrence (if any):

     

	If questions 1 – 3 are answered ‘No’, please sign, date and return to the Business Office.  If questions 1 – 3 have any ‘Yes’ responses, please continue.

	4a.
	Unsafe Act/Condition (Check all that apply):

	
	 FORMCHECKBOX 
 Housekeeping
	 FORMCHECKBOX 
 Material/Tools/Process
	 FORMCHECKBOX 
 Work Practices

	
	 FORMCHECKBOX 
 Hazards Not Recognized
	 FORMCHECKBOX 
 Safeguarding Devices
	 FORMCHECKBOX 
 Protective Equipment

	
	 FORMCHECKBOX 
 Physical/Environmental Stresses
	 FORMCHECKBOX 
 Exceeding Limits (speeds, strength, etc.)
	 FORMCHECKBOX 
 Equipment/Machinery

	
	 FORMCHECKBOX 
 Facility/Design
	 FORMCHECKBOX 
 Other (please describe)      

	4b.
	Contributing Factors (Check all that apply):

	
	 FORMCHECKBOX 
 Conflicting Goals/Policies
	 FORMCHECKBOX 
 Failure to Plan/Anticipate
	 FORMCHECKBOX 
 Responsibilities Not Defined

	
	 FORMCHECKBOX 
 Lack of Procedures
	 FORMCHECKBOX 
 Resources Lacking
	 FORMCHECKBOX 
 Failure to Act/Correct

	
	 FORMCHECKBOX 
 Inadequate Time
	 FORMCHECKBOX 
 Failure to Follow Procedure
	 FORMCHECKBOX 
 Knowledge/Skills Lacking

	
	 FORMCHECKBOX 
 Excessive Physical Demands
	 FORMCHECKBOX 
 Maintenance/Inspection/Repairs
	 FORMCHECKBOX 
 Failure to Use Appropriate PPE

	
	 FORMCHECKBOX 
 Inadequate Construction/Layout
	 FORMCHECKBOX 
 Inadequate Instructions
	 FORMCHECKBOX 
 Inadequate Designs/Safeguarding

	
	 FORMCHECKBOX 
 Inadequate Staff
	 FORMCHECKBOX 
 Horseplay
	 FORMCHECKBOX 
 Other (please describe)      

	5.


	Action(s) to be taken to prevent recurrence:

     

	6.


	Other comments:

     

	
	

	Employee Signature                                                                                 Date
	Supervisor/Administrator Signature                                                      Date
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