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INCIDENT / ACCIDENT REPORT



EMPLOYEE:  Return this COMPLETED FORM to your SUPERVISOR as soon as possible.

Employee Name: ____________________________    Date of Incident: ___________________	

Time: ___________ am/pm	 Employees at Scene:

Name:			Hours:
_______________	_______
_______________	_______
_______________	_______
_______________	_______
_______________	_______
_______________	_______




Check Incident Type:						
						
· Damage to Cooperative Property		
· Damage to Consumer’s Property	
· Motor Vehicle Accident	
· Workman’s Compensation / Injury to Employee
· Near Miss / Close Call
· Other 

Address of Incident: _____________________________________________________________________

Location Number of Incident: _______________________  

Description of Incident (Who, What, Where, How… Include sequence of events, personnel involved, body part injured, etc.  Use additional form if necessary)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Who Caused Damage: ___________________________     Phone Number: ________________

Address: ______________________________________________________________________

Witness Name: ______________________________     Phone Number: ___________________

Address: ______________________________________________________________________

Witness Name: ______________________________     Phone Number: ___________________

Address: ______________________________________________________________________

Draw an accident sketch: Include number of lanes in roadway, direction of travel, distances and clearances.

	LEGEND:
Identify GIS location numbers in drawing.

1_____________
2_____________
3_____________
4_____________
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									Check box if photos taken: 

WEATHER:  Clear    Raining    Snowing    Fog    Sleet    High Wind    Dust/Smoke/Fog    

PAVEMENT:  Asphalt    Gravel/Dirt    Private   CONDITION:  Dry    Wet    Slippery

SPEED OF VEHICLES: TREC _____   Other _____   DIRECTION: TREC _____   Other _____   

POLICE / HIGHWAY PATROL ON SCENE:  Yes    No  	CITATION ISSUED:  Yes    No

OFFICER:  ____________________________		REPORT NUMBER: ___________________     	

TREC TRUCK NUMBER: _______________	DAMAGE TO TREC TRUCK:  Yes    No  

TREC DRIVER: ________________________	WERE VEHICLES TOWED:   Yes    No  


Other Vehicle Driver: _______________________	       License Plate Number: _____________ 

Owner’s Name: ______________________________     Phone Number: ___________________

Address: ______________________________________________________________________

Year and Make: ___________________ Owner’s Telephone Number: _____________________

Insurance Company: ____________________________________________________________
Employee Injury Section: (employee must complete all three  sheets for work-related injury)


Nature of Injury (eg fracture, sprain, cut, etc): ____________________________________________

INJURY DETAILS: Part of Body (indicate L or R where necessary): ___________________________

[image: ]   

    □   Ankle										□ Head
    □   Foot				           	                              	       			                  □ Face
    □   Upper Leg										□ Eye(s)
    □   Lower Leg										□ Nose
    □   Hip											□ Mouth
    □   Knee										□ Neck
    □   Shoulder										□ Upper Back
    □   Upper Arm										□ Lower Back
    □   Lower Arm										□ Buttocks
    □   Elbow										□ Abdomen (including groin)
    □   Wrist										□ Pelvis
    □   Hand										□ Chest
    □   Fingers

    	

   Please designate the injured body part(s) as reported above.  



















Description of first-aid given: _____________________________________________________

First-aid treatment given by: ______________________________________________________       
                                                                                                                                                      
Did injured employee seek medical treatment?  Yes / No            

If yes, where was treatment sought? ________________________________________________ 

Did injured employee continue to work after incident? Yes / No            

If no, when did they finish work?   Time: ___________	  Date: ___________

Was supervisor notified of injury? Yes / No            If yes, whom? _________________________

List PPE in use: ________________________________________________________________

What object, equipment, condition, or act may have contributed to this accident? (List below)
 
_____________________________________________________________________________

______________________________________________________________________________

**I have been offered medical attention but do not wish to receive any at this time. ** (Initial here) ___________ 

SUPERVISOR’S FOLLOW-UP SECTION: (To be completed by District Supervisor)

Location where accident occurred:    Employer Premises    Jobsite   

Was there property or equipment damage? Yes / No  (If yes, identify equipment, describe damage below.)

______________________________________________________________________________

______________________________________________________________________________



INDICATE ALL OF THE FOLLOWING WHICH MAY HAVE CONTRIBUTED:

 Poor Job Briefing  	 PPE Not in Use	 Equipment Failure		 Jobsite Conditions   

 Failure to Lockout	 No Voltage Test	 Equipment Positioning 		 Housekeeping   

 Inattention		 Insufficient Cover-up	 No Pre/Post-Trip		 Body Positioning 

 Shortcut	   	 Failure to Inspect	 Improper Maintenance 		 Horseplay

 No Spotter		 Lack of Training	 Load Not Secured		 _______________
       


Was employee trained in the appropriate use of PPE / proper safety procedures? 	Yes / No  

Was employee cautioned for failure to use PPE / proper safety procedures?   Yes / No     

Did employee promptly report incident?   Yes / No 

Was employee counselled about incident?   Yes / No     

Supervisor comments: ___________________________________________________________

 _____________________________________________________________________________

Corrective Action Taken/Follow-Up:  (Things that have been, or will be taken to prevent recurrence)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_________________________________________________________________________________________

[bookmark: LabForm]Supervisor’s Signature: ___________________________________   Date: _______________ 
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