INCIDENT REPORT FORM

INCIDENT Location
Date

Time

Details of injured person
Full Name
Address

Telephone Number

Emergency contact
Name
Address

Telephone Number

Witness
Name
Address

Telephone Number

Description of incident eg slip, trip, fall, burn etc

Description of injury

Description of medical treatment provided at the scene

Reported by Signature

Name

Date

Please forward completed form to the Insurance Liaison Officer.




