WORKPLACE INJURY AND INCIDENT REPORT

Company:
Company Name:  	
Company Representative's Name:  			 Company Representative's Title:  		                      Company Name:  	
Company Address:  	
 	, ____ ,  	

Employee:

Employee's Name:  		                       Company Name:  	                      Employee's Address:  			
 		, ,	 Employee Gender:  	
Date of Birth:  		 Date of Hire:  	

Incident Details:

Incident Case Number:  		 Date of Incident:  	
Time of Incident:  	
Employee's Workday Start Time:  	
Incident Investigation Date and Time:  	 	

Events Leading Up to the Incident:

[bookmark: _GoBack]
Details of the Incident:


The Results of the Incident:


Objects or Substances involved in the incident:  	

Medical Treatment Required: The employee was taken to the emergency room and was hospitalized overnight.

Physician's Name:  	 Medical Facility Name:  		

Medical Facility Address:	 	
 	, ,  	

I cannot determine the number of days absent as the employee is still absent due to this incident.


Report Completed By:	 	

