Business Name
OCCUPATIONAL HEALTH AND SAFETY PLAN
Appendix B

Business Name - INCIDENT REPORT FORM
	Worksite:

	Date of incident:  

Time of incident:    





AM  PM

	Family Name of injured person:

 
	( Employee

( Contractor
	( Visitor

( Other (please specify:

	Given Name/s:

 
	
	

	Telephone contact number:

 
	
	

	Home address:

State/Territory:
  
Postcode:  
	Sex:

MALE


FEMALE


	Nature of severest injury (enter a number in the box):

01. Fracture

05. Burn/Scald

09. Dental injury
13. Shock

02. Dislocation

06. Crushing

10. Overuse/RSI

14. Concussion

03. Strain/Sprain

07. Amputation

11. Bite/Sting

15. Eye injury

04. Laceration/Cut

08. Bruising

12. Physiological
16. Head injury

OTHER (please specify):




	Part of body most severely injured (enter a number in the box):

01. Head


08. Back



15. Genitals

02. Throat


09. Collarbone/shoulder

16. Buttocks

03. Teeth


10. Trunk (chest)


17. Leg (hip, thigh, knee, ankle)

04. Nose


11. Abdomen



18. Foot (toes)

05. Ears


12. Arm (wrist/elbow/forearm)

19. Psychological system

06. Eyes


13. Hand (fingers/thumb)

20. Voice

07. Neck


14. Pelvis



21. Multiple locations

OTHER (please specify):




	Cause of incident (enter a number in the box)
NOTE: for deliberate acts of assault, use number 19 not number 1.

01. Hit/injured by another person
09. Power tool



17. Thermal exposure

02. Hit/injured by object

10. Insect/animal


18. Overuse/RSI

03. Hit object



11. Explosion exposure


19. Physical harassment

04. Lifting/moving object

12. Electric shock


20. Physical abuse

05. Lifting/moving (person)

13. Fire




21. Verbal harassment

06. Reaching/Stretching/Bending
14. Collapse of structure

22. Verbal abuse

07. Slip/fall



15. Exposure to noise


23. Work pressure/s

08. Hand tool



16. Exposure to chemical/substance
24. Psychological


OTHER (please specify):







	Place that incident occurred (enter a number in the box)
01. Training Room

06. Bathroom


11. Path/walkway

02. Workshop


07. Administration

12. Grassed area

03. Office


08. Library


13. Steps/stairs


04. Canteen


09. Staff room


05. Toilet


10. Hallway

OTHER (please specify):




	Treatment of injury (enter a number in the box)
01. First Aid (returned to work)


05. Sent to hospital

02. First Aid (sent home)


06. Ambulance called

03. Medical treatment (sent to doctor)

07. Fatal injury 

04. Dental treatment (sent to dentist)



OTHER (please specify):




	Details of the incident:

If insufficient space here, please attach additional sheet/s. Please be as detailed and specific as possible.




	Action/s taken for injured person:

If insufficient space here, please attach additional sheet/s. Please be as detailed and specific as possible.

Attention given/action taken:

By whom was it given?




	Action/s taken to prevent recurrence of incident:

To be completed by Operations  Manager.

Attention given/action taken:




This incident report was completed by:


 


(Your name)




   (Your signature)

ON:






(Date)


 



(Time) 
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