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INCIDENT REPORT FORM
Date:


Time of incident:



Staff member’s name:



Description of incident:



Witnesses of incident:
Name:


Name:



Name:



Name:



Action taken by staff member to treat injury:
Was additional medical aid required/sought by the injured staff member (ie: doctors visits, hospital treatment, etc).  Please indicate the dates and description of additional treatment given as a result of this injury.

Please indicate the location of the injury by marking a cross on the diagrams below:
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