
ACCIDENT & INCIDENT REPORT FORM
(All locations including Contracted Training)
1. DETAILS

Name of Location:
     




Telephone:      
Address:


      
Category of Incident:
Accident  FORMCHECKBOX 

Incident  FORMCHECKBOX 

Dangerous Occurrence  FORMCHECKBOX 

Date of Accident / Incident:          Time:         

Name of Injured Person: 
 FORMTEXT 

     


Male: 

Female  FORMCHECKBOX 

Address:      







Telephone:      


Mobile:      
Was injured person:
Staff  FORMCHECKBOX 
          Division / Unit                 Staff No:      
 Apprentice  FORMCHECKBOX 
  Trainee  FORMCHECKBOX 
  Visitor  FORMCHECKBOX 
  Temporary Staff  FORMCHECKBOX 
  3rd Party Company/Contractor  FORMCHECKBOX 

If 3rd Party Company/Contractor:  Name      
Address      
2. ACCIDENT / INCIDENT DETAILS
Brief description of Accident/Incident:      
Exact location of Accident/Incident:      
Exact activity being done:      
Details of Property / Equipment Damage:      
Estimated cost of Repair / Replacement:      
Course Name:      



Course Code:      
In House Contracted Training:
  YES  FORMCHECKBOX 
            No  FORMCHECKBOX 


3. INJURIES SUSTAINED
Nature of Injury: Burn/Scald  FORMCHECKBOX 
  Break/Fracture  FORMCHECKBOX 
  Cut/Open Wound  FORMCHECKBOX 
  Dislocation/Amputation  FORMCHECKBOX 

Bruise/Concussion  FORMCHECKBOX 
  Poisoning/Gassing  FORMCHECKBOX 
  Sprain/Tear/Pull  FORMCHECKBOX 
  Shock  FORMCHECKBOX 
  Crush  FORMCHECKBOX 
  

Other (Specify)      
Injury Location:  Head  FORMCHECKBOX 
  Eye(s)  FORMCHECKBOX 
  Ear(s)  FORMCHECKBOX 
  Teeth  FORMCHECKBOX 
  Face  FORMCHECKBOX 
  Neck  FORMCHECKBOX 
  Shoulder  FORMCHECKBOX 
  Arm  FORMCHECKBOX 
  

Wrist  FORMCHECKBOX 
  Hand  FORMCHECKBOX 
  Finger(s)  FORMCHECKBOX 
  Back  FORMCHECKBOX 
  Chest  FORMCHECKBOX 
  Abdomen  FORMCHECKBOX 
  Hip  FORMCHECKBOX 
  Leg  FORMCHECKBOX 
  Foot  FORMCHECKBOX 
  Ankle  FORMCHECKBOX 
  
Toes  FORMCHECKBOX 
  Other (Specify)      
Description of injury location:      
e.g. Left Arm, Lower Back etc)
4. CAUSES OF ACCIDENT / INCIDENT
Immediate Cause:  Slip/Trip/Fall  FORMCHECKBOX 
  Manual Handling  FORMCHECKBOX 
  Machine  FORMCHECKBOX 
  Hand Tool  FORMCHECKBOX 
  Electrical  FORMCHECKBOX 
  

Motor Vehicle  FORMCHECKBOX 
  Fire  FORMCHECKBOX 
  Explosion  FORMCHECKBOX 
  Gas  FORMCHECKBOX 
  Dust  FORMCHECKBOX 
  Other (Specify)      
If Machine or Hand Tool Specify Type:      
Related Causes:
(Check at least one item (or as many as apply) in each quadrant)
	Unsafe Conditions:

Lack of or inadequate guards or safety devices  FORMCHECKBOX 

Lack of or inadequate warning system  FORMCHECKBOX 

Poor Housekeeping  FORMCHECKBOX 

Hazardous arrangement or placement  FORMCHECKBOX 

Clearance or congestion hazards  FORMCHECKBOX 

Defective tools, equipment, materials  FORMCHECKBOX 

PPE not supplied  FORMCHECKBOX 

PPE supplied not worn  FORMCHECKBOX 

Inadequate PPE  FORMCHECKBOX 

Inadequate or excessive lighting  FORMCHECKBOX 

Inadequate ventilation  FORMCHECKBOX 

Excessive noise  FORMCHECKBOX 

Over exposure to hazardous agents  FORMCHECKBOX 

High / Low temperature exposure  FORMCHECKBOX 

Adverse weather conditions  FORMCHECKBOX 

Wet surface / spillage  FORMCHECKBOX 

Mechanical / material failure  FORMCHECKBOX 

Structural Defects  FORMCHECKBOX 

Inadequate security  FORMCHECKBOX 

Unexpected movement hazards  FORMCHECKBOX 

None  FORMCHECKBOX 

Other than above (specify)       


	Unsafe Actions:
Operating equipment without authority  FORMCHECKBOX 

Deviation from policy, procedure, guideline  FORMCHECKBOX 

Failure to secure or make safe equipment  FORMCHECKBOX 

Operating or working at an unsafe speed  FORMCHECKBOX 

Making safety devices inoperative  FORMCHECKBOX 

Using defective tools or equipment  FORMCHECKBOX 

Using improper tools or equipment  FORMCHECKBOX 

Using tools or equipment unsafely  FORMCHECKBOX 

Taking an unsafe position or posture  FORMCHECKBOX 

Servicing moving equipment  FORMCHECKBOX 

Riding hazardous moving equipment  FORMCHECKBOX 

Horseplay, distracting, startling behaviour  FORMCHECKBOX 

Improper lifting techniques  FORMCHECKBOX 

Failure to use or misuse of PPE  FORMCHECKBOX 

None  FORMCHECKBOX 

Other than above (specify)       

	Personal Factors:

Failure to abide by policy, procedures  FORMCHECKBOX 

Hazardous personal attire  FORMCHECKBOX 

Influence of pre-existing condition  FORMCHECKBOX 

Stress  FORMCHECKBOX 

Fatigue  FORMCHECKBOX 

Tried to gain or save time  FORMCHECKBOX 

Monotonous Task  FORMCHECKBOX 

Distracted  FORMCHECKBOX 

None  FORMCHECKBOX 

Other than above (specify)      
	Job Factors:

Training not complete  FORMCHECKBOX 

Inadequate procedures, guidelines  FORMCHECKBOX 

Failure to implement preventative maintenance FORMCHECKBOX 

Failure to carry out repairs  FORMCHECKBOX 

Equipment / tools used by untrained personnel  FORMCHECKBOX 

Inadequate tools / equipment  FORMCHECKBOX 

Incorrect tools or equipment specified  FORMCHECKBOX 

Design layout inadequate  FORMCHECKBOX 

Ergonomics – inadequate / improper  FORMCHECKBOX 

Improper storage  FORMCHECKBOX 

Inadequate safety reviews   FORMCHECKBOX 

None  FORMCHECKBOX 

Other than above (specify)      



5. FIRST AID
Was first aid given on Premises or Site
YES  FORMCHECKBOX 


NO  FORMCHECKBOX 

If yes name of First Aider:
     




Staff No:      
Details of Qualification of First Aider:      
Was the injured person referred to a doctor:

YES  FORMCHECKBOX 


NO  FORMCHECKBOX 

If yes name of doctor:      
Was the injured person referred to hospital:

YES  FORMCHECKBOX 


NO  FORMCHECKBOX 

If yes name of hospital:      
Has the injured person returned to work/training:
YES  FORMCHECKBOX 


NO  FORMCHECKBOX 


Unknown  FORMCHECKBOX 

If yes give date of return:

      /       /      
6. WITNESSES
1. Name:      
Address:      
Statement Taken:
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

2. Name:      
Address:      
Statement Taken:
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

7. REPORTING
Health & Safety Authority:
By Telephone  FORMCHECKBOX 


Date:       /       /      




IR 1 Form  FORMCHECKBOX 


Date:       /       /      




IR 3 Form  FORMCHECKBOX 


Date:       /       /      




Not Applicable  FORMCHECKBOX 

Recorded in the Accident Book:
Yes  FORMCHECKBOX 
  NA  FORMCHECKBOX 


Date:       /       /      
Form complete by:      
Position:      

Date:       /       /      
Notified to insurance:




Date:       /       /      
Name of Manager:      



Date:       /       /      
For Office use only:

Date recorded:       /       /      

Reference Number:      
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