

	
	  Safety - Incident Report



(Office Use) WHS Event Log Number: ……………………..


	Details of the Person Involved - To be complete by the main person(s) involved or a witness if they are not available.

	

Title:	 Family name: ………………………………………… Given names (in full):	

Position:	                                                        |_|  Male   |_|  Female
Please select one:	     |_|  Employee             |_|  Labour Hire             |_|  Contractor               |_|  Visitor/Other
Note: If more than one person was injured each person must complete a separate Incident Report.

	Details of the Incident:
Day: …………………………..…….…. Date: ………………..………………. Time: …………………. am/pm
Site:	 Location:	
Was the incident reported immediately:  |_|  Yes   |_|  No (if no why not)

|_|  Incident with Injury              |_|  Incident without Injury (go to page 2)

	Part(s) of the body injured (tick the box and place L for Left - R for Right and B for Both next to the label where applicable)


	|_|  Abdomen
|_|  Ankle
|_|  Buttock
|_|  Chest
|_|  Cognitive (mind)
|_|  Ear
|_|  Elbow

|_|  Other describe):
	|_|  Eye
|_|  Face
|_|  Finger(s)
|_|  Foot
|_|  Groin
|_|  Hand
|_|  Head
	|_|  Hip
|_|  Internal
|_|  Knee
|_|  Lower Arm
|_|  Lower Back
|_|  Lower Leg
|_|  Mouth
	|_|  Neck
|_|  Nose
|_|  Scalp
|_|  Shoulder
|_|  Throat
|_|  Toe
|_|  Upper Arm
	|_|  Upper Back
|_|  Upper Leg
|_|  Wrist

or
|_|  Unspecified
	
	



	Type of Injury

Note: The descriptions provided for Injury type are intended to be general and inclusive e.g. Lacerations covers a range of different type of cuts and abrasions, contusion/crushing covers multiple types of bruising (including concussion) and impact/crush incidents, sensory loss covers hearing, sight, taste, smell and touch.


	|_|  Amputation
|_|  Burns
|_|  Contusion/Crushing
|_|  Dermatitis/Eczema
	|_|  Dislocation
|_|  Disorder Eye
|_|  Electric Shock
|_|  Fatality
	|_|  Fatigue
|_|  Foreign Body
|_|  Fracture
|_|  Hernia
	|_|  Lacerations
|_|  Medical
|_|Mental Disorder
|_|  Multiple Injury
	|_|  Open Wound
|_|  Poisoning
|_|  Puncture Wound
|_|  Respiratory
	|_|  Sensory Loss
|_|  Sprain/Strain
|_|  Superficial
|_|  Unspecified


	Note: Medical condition/ aggravation of previous injury (describe):




|_|  Other (describe):



	
Description of the Incident

	Probable cause or causes of incident/near miss (What do you think caused the incident):


	|_|  inadequate instruction
|_|  inadequate workspace
|_|  assistance unavailable
	|_|  fault of plant or equipment
|_|  equipment unavailable
|_|  lack of attention
	|_|  poor storage
|_|  poor access
|_|  incorrect method
	|_|  weather
|_|  terrain
|_|  work practices

	|_|  unknown – further investigation required.
|_|  other (please describe):

	Describe what happened (Tell the Story including the ‘Chain of Events’. Name witnesses - attach a separate sheet if required):








Reporting: Where present Safety Representative(s) and (when lost time injury is anticipated) Return to Work Coordinator(s) must be notified

	Prevention of Incident / Near Miss Recurrence

Immediate Action Describe what action was taken immediately after the incident:



[bookmark: _GoBack]
Corrective Action Describe what action you feel necessary to prevent recurrence:






	REPORT TRACKING:  All signatures are required

	
Person Making Report
Name (please print):	

Signature:	

Date:	
Note: Report to be made within 24 Hours of initial verbal report.
	Manager Review
Name (please print):	

Signature:	

Date:	
Data Entered |_| Event Communicated |_| Investigation Required |_|



Manager:
· To ensure relevant and accurate Data Entry into WHS Event Log when required (i.e. genuine WHS Event, tick or cross).
· Ensure matter is communicated to other stakeholders in a timely and accurate way (i.e. meetings etc. nature of the incident and related hazard/actions, tick).
· Determine if formal Incident Investigation is required (i.e. more than simple accident warranting detailed review, tick or cross).

