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INCIDENT REPORT FORM
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Employee/ First Aider to complete this side of the form, once complete pass onto the Site Manager. 
Side 1 
- must be completed immediately by the injured worker/customer + attending First Aid Officer 
Side 2 
- must be completed within 48 hours by the Site Manager and HSR (if applicable)
	Name of Person Completing Form
	
	Date
	
	Site #
	


	Details of Person Involved

	Position:
	(
	Employee
	(
	Customer
	(
	Contractor
	(
	Work Experience

	Outcome:
	(
	Near miss
	(
	Injury
	(
	Workers Compensation Claim

	Name:
	
	Phone:
	(H)
	(M)

	Address:
	
	
	Sex:
	(
	Male
	(
	Female

	
	
	
	Date of birth:
	

	Position:
	
	
	Time in position
	
	(Years/Months)

	Shift start:
	        :               am/pm
	Rostered shift finish:
	        :              am/pm
	
	
	
	
	
	

	Work arrangement:
	(
	Casual
	(
	Full-time
	(
	Part-time
	(
	Other

	

	Details of the Incident

	Date:
	_____/_____/_______
	Time:
	:
	

	Location:
	(Photograph must be taken)

	Describe what you were doing:

(e.g. Stacking shelves)
	

	What happened unexpectedly: 

(e.g. Ladder was struck by trolley)
	

	How did you become injured:

(e.g. fell off ladder)
	

	

	Details of Witnesses

	Name:
	
	Phone:
	(H)
	(M)

	Address:
	

	

	Details of Injury (Complete if an injury has occurred)

	Using the diagram alongside mark the location you have been injured.
	

	
	

	What type of injury have you sustained: 

(e.g. burn, cut, sprain, bite)
	

	
	

	Would you like to be contacted by a member of the OHS Team to discuss your injury, or to discuss Workers Compensation?
	

	
	(
	Yes
	(
	No
	

	Treatment Administered (First Aid Officer Use Only)

	First Aid Given
	(
	Yes
	(
	No
	First Aider Name:
	

	Treatment:
	

	
	

	Referred to:
	(
	Store Manager
	(
	Doctor
	(
	Ambulance
	(
	Injury Coordinator



Side 1 must be forwarded to the Injury Coordinator immediately. 
The below information must be completed by the Site Manager and forwarded within 48 hrs.
	Name of Person Involved
	
	Date of incident
	
	Store #
	


	Lost Time 

	Outcome:
	(
	First Aid Administered
	(
	Referred for Medical Treatment
	(
	Ambulance called

	
	(
	Hospitalised
	(
	No treatment necessary
	
	

	Has the injured employee stopped work?
	(
	Yes
	(
	No
	If YES, state date:
	____/____/_____
	Time:
	:

	If employee has lost time please attach copy of roster


	Workers Compensation  (Only complete if medical treatment has been sought)

	Has the employees nominated treating provider (GP, Physio, etc) provided a Workers Compensation Medical Certificate
	(
	Yes
	(
	No

	
	If YES, a worker’s compensation claim form must be completed and forwarded to the Injury Coordinator immediately.

	
	If NO, has the employee provided a clearance to return to FULL pre injury duties
	(
	Yes
	(
	No

	
	
	If NO a Clearance must be obtained before returning to work

	

	I have attached a copy of the Medical Certificate, Claim form or Clearance as indicated above (where applicable)
	(
	Yes


	Post incident Follow Up 

	Does the site have a Health and Safety Representative?
	(
	Yes
	(
	No

	
	If NO, continue to answer all below questions

	
	If YES, have they been informed of the incident?
	(
	Yes
	(
	No

	
	
	If NO they must be contacted immediately

	(Below must be completed in Consultation with HSR if available)

	Has a hazard been identified which resulted in this injury?
	(
	Yes
	(
	No

	
	If YES has a hazard report been completed?
	(
	Yes
	(
	No

	
	
	If NO a Hazard report must be completed

	

	If a hazard has been identified has it been controlled? 
	(
	Yes
	(
	No

	
	If NO a Risk Assessment must be completed

	I have attached copies of the hazard alert and risk assessment (where applicable)
	(
	Yes
	


	Preventative Action 

	What preventative action has been proposed or taken?
	

	

	(Tick applicable boxes)
	Proposed
	Taken
	
	Proposed
	Taken
	

	Change to induction training
	(
	(
	Change to Work Environment
	(
	(
	

	Change to ongoing training
	(
	(
	Equipment maintenance
	(
	(
	

	Equipment modifications
	(
	(
	Job Redesign
	(
	(
	

	Change to Working Practices
	(
	(
	Other preventative action
	(
	(
	


	Name of Site Manager
	
	Signature
	


	Name of HSR
	
	Signature
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