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Employee’s Report of Incident

Note: This should be completed by the employee only. Once complete submit to Field Supervisor (FS) to include in their report to the Safety Director. 

	Employee Involved:      
	Date of Incident:      

	
	Time:         FORMCHECKBOX 
 AM    FORMCHECKBOX 
 PM


	Incident Details

	Location:      
	Unit/Area:      

	Describe Incident in Detail.  (Including events that occurred immediately before).
	     

	Describe bodily injury or property damage sustained. (Be specific about body part(s) affected.)
	     

	Recommendations on how to prevent this accident from recurring: 
	     

	Additional Information

	Supervisor Name:      
	Time you reported Incident:

         FORMCHECKBOX 
 AM    FORMCHECKBOX 
 PM

	Do you require medical attention?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Maybe


	
	
	
	
	
	
	

	Employee (Signature)
	
	Date
	
	Field Supervisor (Signature)
	
	Date


PRINT AND SIGN THIS DOCUMENT BEFORE SENDING TO SAFETY[image: image1][image: image2][image: image3]
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