Incident Report Form

Activity #3  

This report form must be completed by department supervisors and the employee(s) involved as soon as practicable. Supervisors must complete the Employer Report of Injury or Illness and employees may choose to apply for Workers’ Compensation benefits, if they miss time from work or must seek treatment from a health care provider.
	Employee Information

	Employee Name: ____Elizabeth Murray                      ___
Incident Occurred on (m/d/y) __20xx-07-19             ___
Time of Incident: _   10:30       __   __x_A.M.  _    __ P.M.

Full Time / Part Time Employee:        Full time               _                   
Employee’s Occupation at Time of Incident:

 ___Sales consultant                              _______     

Reported to (name): ___Caroline Jones     ______
Date Reported: ___20xx-07-19         _________
Employee’s Supervisor: ___Caroline Jones    ____
	Witness(es): __    Julie Gionet                                 __
Location of Incident: (include floor, department & building)  ______    Sales Floor                            _______________

Supervisor of Incident Location: _      Caroline Jones   ____

Length of Employee’s Shift: _  _ 0–4hrs. _X _4-8hrs 

 ___ 10-12hrs  __ _ 12> hrs

Years on the Job __3      ___
Has the supervisor submitted the Employer Report of Injury of Illness to WorkSafeNB?  _  X_Yes  ___ No

Has the employee applied for Workers’ Compensation 

benefits?  _  X_Yes  ___ No
Person(s) Notified: _  X__ Supervisor  _X_Department Manager  ___ H&S Coordinator ___ Family Member 

___ Other (indicate)  ________________________

	Incident Type

	Type of Incident: _ X __ Injury  _ __ Illness  

__  _ Exposure    __ Allergic Reaction  ___ Property Damage  

Other: __________________________________________ 


	Medical Aid Sought:  ___ First Aid only  

_ X__ Emergency Room ___ Near Miss  

___ No medical aid

 

	Please describe the incident in as much detail as possible:

	I was leaning way over to attach a sale sign holding on to the light fixture. The fixture let go making me fall as the ladder kicked out. When I fell I landed on the glass display case. I cut myself badly and broke my wrist.


	Please indicate checking all applicable areas

	Incident Involved

_X   Employee

___ Volunteer

___ Contractor / Sub-contractor

___ Visitor

___ Other (specify) _______________

Equipment  / Property Damage

___ Building

___ Machine

___ Conveyers

___ Equipment (mobile or other)

___ PPE

___ Tools

_ __Vehicle(s)

_x_ Other (specify) 
___Glass display case____________

Nature of Injury 
_X_ Cut / Amputation

___ Allergic Reaction

___ Burn (chemical / electrical)

_ _  Burn (heat contact)

_X_ Abrasion / crush/ bruise

___ Embedded object

___ Inflammation

___ Occupational Illness

_ _ Sprain / Strain / Tear

_X_ Fractures & dislocations

___ Other (specify) 

____________________
	Source of Injury

___ Bodily Motion

___ Chemical, electrical or thermal burn

___ Contagious Condition

___ Machines 

___ Moving Object

___ Vehicle (powered & non-powered)

_ _ Person

___ Portable Tool (powered & non-powered)

_X_ Equipment or instrument

_     Working surface (roof, ramp, stairs, floor)

_X_ Furniture / fixture

__   Other (specify) 

        _​​​​​​                                         ___​​​​​​​​​​​​
Event Causing Injury

___ Exposure to biological, physical or   chemical agent

___ Caught in/ caught between

___ Contact with equipment

_ X_ Slip / trip / fall

___ Over exertion

_     Climbing, bending, reaching, twisting

___ Reaction or exposure 

___ Repetitive Motion

___ Struck Against

___ Struck By

___ Other (specify) _______________________________
	Part of Body 

_ _ Ankle

_X  Arm 

_ _ Back

___ Elbow

___ Eye

___ Foot 

___ Finger / Thumb

___ Hand (not wrist or finger)

_X_ Head

___ Neck & shoulder

___ Knee

___ Leg

___ Occupational illness (system)

___ Trunk

_X_ Wrist

__X Other (specify) 

_Face___________________
Degree of Injury

___ None

_  _ Slight to moderate

_X_ Serious

___ Fatality

___ N/A



	Supervisor / Designate Follow-Up

	Investigation started?      Yes _  __ No ___
Copies of Report to: ______________________________

	Employee Signature: ______________________

Date: ___________________________________
Supervisor Signature: ______________________
Date: ______________________________________


