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Work Injury Incident Report

This Packet Includes: 
1.  General Information
2.  Instructions and Checklist
3.  Work Injury Incident Report
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Work Injury Incident Report 
This Work Injury Incident Report is a must for each and every company or employer.  This incident report thoroughly sets out the details regarding a workplace injury or illness.  It contains details regarding the employee including name, date of birth and telephone number.  This report also contains a description of the incident including the date, time and location, the date the incident was reported and who it was reported to and if there were any witnesses to the accident or illness.  

It is imperative that each and every work injury or illness be clearly documented in writing.  A written Work Injury Incident Report will assist in this documentation and will prove useful for the company's HR Department or if there are disagreements or misunderstandings regarding the incident.



Instructions and Checklist
Work Injury Incident Report  
(
All parties should read the document carefully.

(
Insert all requested information in the spaces provided.  This form includes numerous personal details which must be clearly documented.
(  
This form contains the basic terms and language that should be included in similar reports.   
(  
This incident report must be signed and dated by a manager or employer.

(
The parties should retain either an original or copy of the signed incident report.
(
All legal documents should be kept in a safe location such as a fireproof safe or safe deposit box.  
DISCLAIMER:
FindLegalForms, Inc. (“FLF”) is not a law firm and does not provide legal advice. The use of these materials is not a substitute for legal advice. Only an attorney can provide legal advice.  An attorney should be consulted for all serious legal matters.  No Attorney-Client relationship is created by use of these materials.  

THESE MATERIALS ARE PROVIDED “AS-IS.”  FLF DOES NOT GIVE ANY EXPRESS OR IMPLIED WARRANTIES OF MERCHANTABILITY, SUITABILITY OR COMPLETENESS FOR ANY OF THE MATERIALS FOR YOUR PARTICULAR NEEDS.  THE MATERIALS ARE USED AT YOUR OWN RISK.  IN NO EVENT WILL:  I) FLF, ITS AGENTS, PARTNERS, OR AFFILIATES; OR II) THE PROVIDERS, AUTHORS OR PUBLISHERS OF ITS MATERIALS, BE RESPONSIBLE OR LIABLE FOR ANY DIRECT, INDIRECT, INCIDENTAL, SPECIAL, EXEMPLARY, OR CONSEQUENTIAL DAMAGES (INCLUDING, BUT NOT LIMITED TO, PROCUREMENT OF SUBSTITUTE GOODS OR SERVICES; LOSS OF USE, DATE OR PROFITS; OR BUSINESS INTERRUPTION) HOWEVER USED AND ON ANY THEORY OF LIABILITY, WHETHER IN CONTRACT, STRICT LIABILITY, OR TORT (INCLUDING NEGLIGENCE OR OTHERWISE) ARISING IN ANY WAY OUT OF THE USE OF THESE MATERIALS. 
WORK INJURY INCIDENT REPORT 

The WORK INJURY INCIDENT REPORT is to be used in order to report work-related, accident(s), incident(s), illness, injury(ies) or any dangerous event(s),involving the employees, or contractors of ______________________ (Insert Company Name) sustained by the employees or the contractors at the workplace during the course of their employment.

In order to be compliant with the HEALTH AND SAFETY POLICY OF___________________________ (Insert Company Name), a record of all the work related accident(s), incident(s), illness, injury or any dangerous event is to be maintained. Such incidents must be necessarily recorded WITHIN 2 BUSINESS DAYS (48 HOURS) of the incident in the following report sheet:

	WORK INJURY REPORTING SHEET



	I. PERSONAL DETAILS OF THE INJURED

(To be furnished by the injured person or any other agent on behalf of the injured)



	1


	Name (Last Name, Middle Name, First Name)
	

	2
	Age & Date of Birth


	

	3
	Gender


	

	4
	Designation


	

	5
	Department


	

	6


	Specific Work
	

	7
	Complete Address
(city, state and zip code)


	

	8
	Telephone Number


	

	II. DETAILS OF THE INJURY
(To be furnished by the injured person or any other agent on behalf of the injured)



	1
	Injury ( accident , incident , illness, injury , dangerous event , others)
	

	2
	Specify the injury(electric shock, fire accident etc)
	

	3
	Injured body part / organ ( head, leg(s) etc , please specify)
	

	4
	Cause of Injury
	

	5
	Location of the injury (office , factory , on site etc)
	

	6
	Description of the incident
	

	5
	Date of the Injury(Month/ Date / Year)
	

	6
	Specific time of the injury( am / pm)
	

	III. INCIDENT REPORTING



	1
	Date of reporting the injury (Month/ Date / Year)
	

	2
	Specific time of reporting the injury

( am / pm)
	

	3
	Reported to (Complete Name with Last , middle and first name)
	

	4
	Designation of the person to whom the incident was reported (Supervisor , Assistant manager , Manager etc) 
	

	IV. RESULT OF THE INJURY

(To be filled by the manager or the supervisor of the injured person)



	1
	Description of the incident
	

	2
	Was any first aid provided( Yes / No)
	

	3
	If yes, please specify the person who provided the first aid (Name)
	

	4
	Designation of such person (Co – worker , supervisor , subordinate, if others please specify )
	

	5
	If yes, describe the first aid which was so provided
	

	6
	If no, explain the reason for the same
	

	7
	Please specify the actions that were taken after the incident (Accident Response) 


	

	8
	Current Status of the injured
	

	9
	Any Witness (Yes / No)
	

	10.
	If Yes please specify the number of such witness(es)
	

	11
	Witness Details 


	1. Witness Name(Last , Middle and First Name)

	

	
	
	Complete Address


	

	
	
	Contact No.


	

	
	
	Designation


	

	
	
	2.Witness Name(Last , Middle and First Name)

	

	
	
	Complete Address


	

	
	
	Contact No.


	

	
	
	Designation


	

	
	
	3.Witness Name(Last , Middle and First Name)

	

	
	
	Complete Address


	

	
	
	Contact No.


	

	
	
	Designation
	

	V. POST ACCIDENT INVESTIGATION AND CORRECTIVE MEASURES
(To be filled by the manager)

	1
	Has an investigation commenced in this regard(Yes / No)
	

	2
	If no, explain the reason


	

	3
	If yes, specify the investigating authority( Full Name)
	

	4
	Designation of the investigating authority
	

	5
	Date of commencement of investigation (Month/ Date / Year)
	

	6
	Findings of the investigation 


	

	7
	Recommendations by the investigating authorities about the preventive measures that ought to be taken so as to prevent such incidents in future


	

	8
	Whether such recommendations have been implemented(Yes/ No)
	

	9
	If no , explain the reason for such non implementation


	

	10
	Approximate time by which the recommendations would be implemented
	

	11
	Person entrusted with the authority to enforce the recommendations( Full Name and Designation)
	

	Manager(Full Name): ________________________________________________________

Date: ______________________________________________________________________

Signature: _________________________________________________________________
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