	Sample – Emergency incident report

		Position
	Employee
	Volunteer
	Contractor

	Outcome
	Near Miss
	Injury
	Property damage



1.Details of person involved.
Name __________________________________    Phone __________________
Address ________________________________     Gender    Male       female   Non binary
_______________________________________     Date of birth _____________________
_______________________________________     Position _________________________
Experience on the job _____________________ (years/months)
Start time ______________________________ (am/pm)
Working arrangement:     Casual      Full-time    Part-time     Other


	2.Details of incident:
Date ________________ Time ____________ Location __________________________________

Description of what happened: ______________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	3.Details of witness/es:
Name ______________ Address _____________________________________________________
Contact number ________________________


	4.Details of injury:
Nature of injury (e.g. burn, cut, sprain) _______________________________________________
Cause of injury (e.g. fall, stairs, wet floor) _____________________________________________
Location of injury on body (e.g. neck, leg, left hand etc.) _________________________________
Agency/initial responder (e.g. another person, chair) ____________________________________


	5.Treatment administered:
First aid given       Yes     No
Name of first aider _____________________________________
Treatment given _______________________________________
Referred to ___________________________________________


	Completed by Manager or HSR

	6.Did the injured person stop work?
If yes, state date ________________ Time _____________ Days absent _____________

Outcome
Treated by doctor       Hospitalised        Workers compensation claim
Returned to normal work    Alternative duties         Rehabilitation        

	7. Incident investigation:




	8. Risk assessment:

Likelihood of recurrence ____________
Severity of outcome: _______________
Level of risk: ________________


	9. Actions to prevent recurrence:
	Action
	By whom
	By when
	Date completed

	
	
	
	







	10. Actions completed:

Signed (manager)___________________________ Position ________________ Date __________

Feedback to person involved           Date ____________

	11. Review conducted:

Reviewed by WHS committee: ______________________________ Date ___________
Reviewed by Manager ( signed) ___________________ Date _____________
Reviewed by HSR (signed) ________________________  Date ____________



