	SAMPLE ACCIDENT/INCIDENT INVESTIGATION REPORT[image: ]

	(To be completed immediately after incident, even where there is no injury)

[bookmark: _GoBack]Information collected in gray box may be nonpublic data and should only be shared with those whose job reasonably requires access to it. 
Name of Injured Employee 			Unit 		
Dept.		 Job Title	Years of Service	Time on Present Job	
Does injured employee have other employment?  YES   NO	If YES, where?		
Contact person at other employer: 	Telephone Number: 		
Hours/Week:		 Hourly Wage: 		
Date/Time Injury Reported and to Whom		 Date Received Medical Treatment 		
Severity of Injury: (check appropriate box and give brief explanation)
· First Aid Only 						
· Doctor's Care 						
· Lost Time:  Yes   No	First Day of Lost Time		 Has Employee Returned to Work?  Yes   No	Date		
· Near Miss 						
Date Injured 	Hour 	A.M.  P.M. 	Time Started Work That Day 		
Description of Injury (Be as specific as possible)
· Type of Accident (fall, etc.):				
· Type of Injury (sprain, etc.):				
· Body Parts Affected:					
Where did the incident occur?					
						
How did the incident occur (to be completed by supervisor and employee)? 			
												
						
What unsafe conditions or acts contributed to the incident? ____________________		
						
						
						
Who are the witnesses to the incident? 					
						
						
						
Have similar incidents like this occurred in the past? 	 YES	 NO 
If YES, what corrective action was taken at that time?		
				
				
What is the root cause of the incident? 					
							
							
Given the root cause(s), what can be done to prevent a recurrence of this type of incident? (List action plan in step sequence)
							
							
Who will take this action? 						
Date Prepared: 						
			Signature of Supervisor
DEPARTMENT HEAD’S RECOMMENDATIONS
How will you ensure that the plan of action to prevent or control recurrences is implemented? 		
							
Recommendation(s): 						
							
							
Date: 							
			Signature of Department Head
DATE OF SAFETY COMMITTEE’S REVIEW 						
PERSONNEL OR SAFETY COORDINATOR REVIEW
Comments: 						
							
							
Date:		   					
			Signature of Personnel/Safety Coordinator
Is review and follow-up analysis on corrective action required?  YES	 NO
If yes, outcome 						

If work order or repairs needed, date completed: 					

Comments: 						
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