[bookmark: _Toc331420680]Incident Report Form
[bookmark: _Ref158792773]Use this form to record any incidents (Not accidents)

	General Details		

	Location of incident:
	


	Name of person completing this form:
	
	Date Reported:
	     /     /     

	Time & Date of Incident
	Time:
	
	Date:
	     /     /     



	Person’s Details 

	First Name:
	
	Last Name:
	

	Position:
	
	Contact No:
	

	Date of Birth:
	     /     /     
	Gender:
	Male  |_| / Female  |_|

	Employment Status:
	[bookmark: Check70][bookmark: Check71][bookmark: Check72]Full time	|_|	Part time	|_|	Casual	|_|	Contractor	|_|

	Witness/s to incident (If applicable)

	First Name:
	
	Last Name:
	

	Gender:
	Male  |_|/Female  |_|
	Position:
	

	Contact No:
	



	Type of injury that could have occurred 

	Injury Type:
	[bookmark: Check76][bookmark: Check78][bookmark: Check79][bookmark: Check80]Amputation	|_|	Bruising	|_|	Burn/Scold	|_|	Chemical Injury		|_|
[bookmark: Check77]Cut/Stab	|_|	Internal	|_|	Dislocation	|_|	Foreign Body		|_|
[bookmark: Check75]Fracture	|_|	Sprain	|_|	Strain	|_|	Scratch/Abrasion	|_| Other: (please specify)	

	Body Location:
	
	|_| Left
	|_| Right

	Describe the incident in detail:














	Damage to Property/Equipment that occurred, or could have occurred

	Describe the damage in detail:








	Name of Employee:
	
	Signature:
	

	Name of Manager:
	
	Signature:
	



	Investigation Report		MANAGER to complete remainder of this form

	What was the person doing at the time?



	What action was taken after the incident occurred? 
What were the practices or conditions that caused the incident (if any)?





	What Action will be taken?
	By Whom?
	By When?
	Completed Initials

	Incident recorded in Quarterly Accident Report
	Manager
	ASAP
	

	
	
	
	

	
	
	
	

	[bookmark: Check86][bookmark: Check87]Further Investigation Required:		Yes |_|	No |_|
	[bookmark: Check85][bookmark: Check88]Significant Hazard Involved:	Yes |_|		No |_|


	Hazard Analysis Completed:		Yes |_|	No |_|
	Hazard Entered in Register:	Yes |_|		No |_|

	Notifiable Event: 		Yes |_|	No |_|

	WorkSafe NZ advised:	Yes |_|		No |_|






THIS FORM MUST BE COMPLETED AND SUBMITTED WITHIN 24 HOURS


	



