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Incident Report
Part 1 – Employee to complete
	Incident Details

	Name of person involved in the incident
	
	Date & Time of incident

	
	
	

	Location of Incident
	
	

	

	Incident investigation team
	
	

	

	What task was being performed at the time of the incident?

	

	What happened? (e.g., ‘employee tripped over box’ or ‘forklift hit wall’)

	

	Were there any witnesses to the incident? (names and phone numbers)

	

	Type of injury sustained

	
	Sprain, strain, or dislocation
	
	Bruising

	
	Cut or open wound
	
	Burns (includes friction burns)

	
	Fracture or broken bone
	
	Hearing damage

	
	Crushing injury or internal organ damage
	
	Other injury

	Details of individuals injured and their injuries

	

	Details of any damaged (e.g. ‘dent to front of work vehicle’ or ‘bent guard on truck’)

	

	

	What factors contributed to the incident?

	Environment
	Equipment/ Materials

	
	Noise
	
	Layout / design
	
	Wrong equipment for the job
	
	Equipment failure

	
	Lighting
	
	Dust / fume
	
	Inadequate maintenance
	
	Material / equipment too heavy / awkward

	
	Vibration
	
	Slip / trip hazard
	
	Inadequate guarding
	
	Inadequate training provided

	
	Damaged / unstable floor
	
	Other
	
	Other
	
	

	Work systems
	People

	
	Hazard not identified
	
	No / inadequate risk assessment conducted
	
	Procedure not followed / no procedure exists
	
	Drugs / alcohol

	
	No / inadequate safe work procedure
	
	No / inadequate controls implemented
	
	Fatigue
	
	Time / operational pressures

	
	Hazard not reported
	
	Inadequate training / supervision
	
	Change of routine
	
	Distraction / personal issues / stress

	
	Other
	
	
	
	Lack of communication
	
	Other

	Specify ‘other’ reasons here

	

	Name
	
	Position

	
	
	

	Signature
	
	Date

	
	
	





Part 2 - Supervisor/Manager to complete
	Actions Taken (copies of any reports to be attached to this document)
	

	
	
	
	
	
	

	First Aid treatment
received
	Person relieved of duties
(specify duration in comment section below)
	Medical attention
sought
	Workers compensation related incident
	Related reports
(Police, medical, etc.)
	Insurance claim required

	Corrective Action

	Contributing factor
(from list above)
	What are we going to do to fix the problem?
	Who
	When
	Completion date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Comments (e.g., remarks on what occurred)

	

	Name
	
	Position

	
	
	

	Signature
	
	Date

	
	
	





Part 3 – Office Use Only
	
	
	
	
	
	

	Report entered into Register
	WorkCover claim completed
	Re-training / Education arranged
	Review of Policy / Procedure
	Relating documents received
	Time taken off due to incident recorded

	Notes

	

	Name
	
	Position

	
	
	

	Signature
	
	Date
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