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AREA
	OCCUPATIONAL HEALTH & SAFETY
	NUMBER
	10.2.2.2

	TITLE
	EMPLOYEE INCIDENT  / ACCIDENT & INVESTIGATION FORM 



	Facility/Service Name   ……….......................  Date & Time of Incident: ....../....../....... ..........(24hr clock)

STATUS:        FORMCHECKBOX 
 Employee          FORMCHECKBOX 
Visitor          FORMCHECKBOX 
 Student           FORMCHECKBOX 
 Volunteer       FORMCHECKBOX 
 Contractor       FORMCHECKBOX 
 Other  ……………………………….



	PERSON INVOLVED IN INCIDENT:
(Please print all information)

Name: ………………………………………………………………

Date of Birth: ………………………… Age: ………… F / M

Address  ……………………………………………………………
……………………P/Code:………… Contact No: ........................
	This report will be noted as the official Register of Injuries

Occupation/Position:    ………………………………………………….
Work Contact Pone No.: ………………..  Employee Number ..……..
Employee Status:  FT / PT / Agency / Casual / Contractor /Volunteer 

(Circle one only)

Experience in the job: …………… Months / years.    Shift start time: ……….



	EXACT LOCATION OF INCIDENT OCCURRENCE

……………………………………………………………………….

NAME OF WITNESS:

………………………………………………………………………..

Witness Contact Number: ……........................................................
	INCIDENT  OUTCOME  STATUS AT TIME OF REPORT

Tick appropriate code(s)

	
	
	Report Only   
	
	Investigated
	
	First Aid given  

	
	
	Medical Assist     
	
	Hospitalised
	
	Staff Time Lost

	
	
	Returned to normal activities  
	
	Authority Notification required (Workcover Authority / Insurance)    

	MAIN CONTRIBUTING FACTOR    

(Agency of injury / damage) (ie. Wet floor, resident handling, security issue etc.)
………………………………………………………………………

WAS ANOTHER PERSON INVOLVED? 

(manual handling strain / Verbal Abuse / Assault involving resident or visitor)                                                    Yes FORMCHECKBOX 
                No  FORMCHECKBOX 

Resident / service users / External / Internal / staff Person:

Name ……………………………..    Room No. …… (if applicable)
Contact Number: …………………………………………………..

	DESCRIPTION OF INCIDENT (in brief dot points please)



	DID AN INJURY OCCUR?            YES  FORMCHECKBOX 
    or    NO  FORMCHECKBOX 

Bodily Location if Injury Occurred

(e.g. right knee) ……………………..

INJURY TYPE (NATURE)     Tick or circle
 FORMCHECKBOX 
 Laceration
      FORMCHECKBOX 
 Sprain/Strain
 FORMCHECKBOX 
 Needle Stick

 FORMCHECKBOX 
 Burn / Scald
      FORMCHECKBOX 
 Foreign Body
 FORMCHECKBOX 
 Bruise

 FORMCHECKBOX 
 Pain 
      FORMCHECKBOX 
 Stress/Anxiety         FORMCHECKBOX 
 Fracture

 FORMCHECKBOX 
 Body Fluid Exposure
        

 FORMCHECKBOX 
 Blood Exposure


 FORMCHECKBOX 
 Rash / Skin irritation

 FORMCHECKBOX 
 Other (Specify) ……
	CAUSE OF INCIDENT  (MECHANISM)       Tick or circle
 FORMCHECKBOX 
Breech in Security                                       FORMCHECKBOX 
 Fall at same level 
 FORMCHECKBOX 
 Striking against stationary object             FORMCHECKBOX 
 Fall from height

 FORMCHECKBOX 
 Struck by moving object                            FORMCHECKBOX 
 Slip / trip
 FORMCHECKBOX 
 Verbal abuse                               FORMCHECKBOX 
 Physical assault 

 FORMCHECKBOX 
 Pushing / pulling an object        FORMCHECKBOX 
 Manual handling - resident

 FORMCHECKBOX 
 Repetitive actions 

  FORMCHECKBOX 
 Manual handling - other

 FORMCHECKBOX 
 Sharp object

                FORMCHECKBOX 
 Means of transport             

 FORMCHECKBOX 
 Chemical exposure                     FORMCHECKBOX 
 Equipment malfunction
 FORMCHECKBOX 
 Breech in practice standards / procedure 

 FORMCHECKBOX 
 Exposure biological substance

 FORMCHECKBOX 
 Contact with electricity
 FORMCHECKBOX 
 Other (Specify)  …..   
                    
          

	MANAGER ON DUTY WHOM INCIDENT REPORTED TO.

NAME:……………………………………………………………

POSITION: …………………………      DATE:………………
	NAME & SIGNATURE OF PERSON AFFECTED/INVOLVED BY INCIDENT:

………………………………………………………………..……………

……………………………………….……..DATE:  ………………………
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Facility Name: 

	
Site Manager / Investigator - Name:  

…………………………………………………………..
Contact Phone Number: ……………………………...

	Others Involved in the Investigation

Name



Title. 

Contact No.

………………….. ….         …………………     ……….………..



	RISK IDENTIFICATION:
(What were the main causative factors of the incident) 

Consider pre / intra / post issues document in point form.

SPECIFIC ACTIONS TAKEN TO PREVENT RECURRENCE : ie; Expand on those points ticked in section C.


	ACTION TAKEN TO CONTROL or PREVENT RE-OCCURRENCE: (Please tick as many as applicable.  Note; These are prompts only and require follow up and / or strategic planning in Section B.
 FORMCHECKBOX 
 Remove Risk / Hazard  …..……………………………………….

 FORMCHECKBOX 
 Conduct OHS audit. When? By Whom? ……………………….
 FORMCHECKBOX 
 Conduct a manual handling risk assessment on the task.

 FORMCHECKBOX 
 Improve Design / layout of Living environment How? ……………

 FORMCHECKBOX 
 Clean up / Housekeeping required immediately……………………

 FORMCHECKBOX 
 Upgrade / Replace Equipment / Tools / Signs …………………….

 FORMCHECKBOX 
 Repair Equipment – contact Maintenance – Date: ………………..

 FORMCHECKBOX 
 Personal Protection Equipment, What type?………….……………

 FORMCHECKBOX 
 Improved Work Practices/Procedures: Discuss with whom? ……..

 FORMCHECKBOX 
 Job Description Review: When? ……………….. By Who? ………

 FORMCHECKBOX 
 Appropriate Supervision required by? ……...How long?………….

 FORMCHECKBOX 
 Competency review: What on & When? …………..

 FORMCHECKBOX 
 Staff Training : When? ………………… By who? ………………

 FORMCHECKBOX 
 Staff Counselling When?………………… By who? ……………

 FORMCHECKBOX 
 Reinstruct persons involved.

 FORMCHECKBOX 
 Review / Improve security.

 FORMCHECKBOX 
 Investigate safer alternatives? Who will do this? …. By When?

 FORMCHECKBOX 
 Other - please specify 


	Who should be notified of this event: 
1/………………………………..     When? …………………….
2/ ……………………………….    When? …………………….
	Signature of Manager / Supervisor ( Person initiating Outcome)

……………….……………     Date: …………………..



	Section D: MEDICAL / FIRST AID COMMENTS AND OR TREATMENT (if applicable)This report is to be utilised as the first aid report form and as such attached to the incident report) 
Name:





Signature:    




Date:

	Section E: MANAGER, OH&S REP COMMENTS AND/OR OH&S COMMITTEE INPUT AND RECOMMENDATIONS IF APPROPRIATE:
Name:





Signature:    




Date:

	Section F: EVALUATION: Follow up on this incident shows = 
Date:…………….           





Section C





Section B
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