6.8.4
Incident/Accident report

	Type of incident

	 FORMCHECKBOX 
 Work injury  FORMCHECKBOX 
 Serious bodily injury  FORMCHECKBOX 
 Work-caused illness  FORMCHECKBOX 
 Dangerous event

 FORMCHECKBOX 
 Dangerous electrical event  FORMCHECKBOX 
 Serious electrical event

Was the injury/illness fatal?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

If an electrical incident, has the area been made safe?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Details of the injured person

	First names: MACROBUTTON NoMacro ( [insert first names]
	Surname: MACROBUTTON NoMacro ( [insert surname]

	Residential address: MACROBUTTON NoMacro ( [insert address]
	Date of birth: MACROBUTTON NoMacro ( [insert date of birth]

	Post code: MACROBUTTON NoMacro ( [insert post code]
	


	
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female


	Employment details


	Basis of employment

Full time  FORMCHECKBOX 
 Part time  FORMCHECKBOX 

Casual  FORMCHECKBOX 
 Volunteer  FORMCHECKBOX 

Member of public  FORMCHECKBOX 
 Other  FORMCHECKBOX 

Self-employed  FORMCHECKBOX 
 
	Type of employment

	
	Occupation       

	
	Administration  FORMCHECKBOX 
 Tradesperson  FORMCHECKBOX 

Technical  FORMCHECKBOX 
 Professional  FORMCHECKBOX 

Trainee  FORMCHECKBOX 
 Other  FORMCHECKBOX 



	Details of injury/illness

	Nature of work injury or work-caused illness: MACROBUTTON NoMacro ( [insert nature of injury]
Example: Fracture, strain, sprain, electrical shock, burns, cuts, chemical burns, inhalation etc.

	Bodily location of injury or work-caused illness: MACROBUTTON NoMacro ( [insert bodily location of injury]


	Medical treatment provided:  FORMCHECKBOX 
 Nil  FORMCHECKBOX 
 First aid  FORMCHECKBOX 
 Doctor  FORMCHECKBOX 
 Hospital admitted to:


	MACROBUTTON NoMacro ( [insert name of hospital]


	Conditions under which the injury occurred

	Mechanism of injury/disease

Falls, trips and slips  FORMCHECKBOX 
 Sound and pressure  FORMCHECKBOX 
 Biological factors  FORMCHECKBOX 
 

Hitting objects with part of body  FORMCHECKBOX 
 Body stress  FORMCHECKBOX 
 Mental stress  FORMCHECKBOX 

Heat, radiation and electricity  FORMCHECKBOX 
 Chemical and other substances  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 

Agency of injury/disease

Machinery and other fixed plant  FORMCHECKBOX 
 Mobile plant and transport  FORMCHECKBOX 
 

Animal, human, biological agencies  FORMCHECKBOX 
 Power equipment, tools, appliances  FORMCHECKBOX 

Non-power hand tools, appliances and equipment  FORMCHECKBOX 
 Environmental agencies  FORMCHECKBOX 

Chemicals and chemical products  FORMCHECKBOX 
 Materials and substances  FORMCHECKBOX 

Other  FORMCHECKBOX 
 


	Details of how the incident occurred

	Date: MACROBUTTON NoMacro ( [insert date]
Time: MACROBUTTON NoMacro ( [insert time] 

Description of incident: MACROBUTTON NoMacro ( [insert description of incident] 

	Employer’s details

	Name of employer/self-employed person/principal contractor:

MACROBUTTON NoMacro ( [insert name of employer/self-employed person/principal contractor]

	Address of employer/self-employed person/principal contractor:

MACROBUTTON NoMacro ( [insert address of employer/self-employed person/principal contractor]
Address of workplace where incident occurred:

MACROBUTTON NoMacro ( [insert address]
Name and telephone number of health and safety official:

Name: MACROBUTTON NoMacro ( [insert name]
Phone no.: MACROBUTTON NoMacro ( [insert telephone no.]

	Employer/self-employed person/principal contractor signature:

_____________________________
Date ___________________ 



	Office use only

	Incident investigated by:       

	Date of investigation:       

	Outcome of investigation:       

	Action taken (if necessary):       

	Signature of health and safety official:

_____________________________
Date ___________________
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