	ACCIDENT/INCIDENT REPORT FORM - UK

	PART ONE: TO BE COMPLETED BY A NURSE , FIRST AIDER OR SUPERVISOR
	SITE NO.      

	Type of accident:     Injury [ FORMDROPDOWN 
]       Non-injury [ FORMDROPDOWN 
]      Property damage [ FORMDROPDOWN 
]      Dangerous occurrence [ FORMDROPDOWN 
]     
(Answer [ ] Y or N)

	Details of injured person:    Employee [ FORMDROPDOWN 
]    Apprentice/trainee [ FORMDROPDOWN 
]     Other (specify) [     ]

	Surname:      
	First name:      
	Sex:   FORMDROPDOWN 

	Phone ext.      

	Address:      

	Clock No:      
	Department:      
	Code:    
	Manager/Supervisor Phone ext.     

	Business:      
	Job Title:      

	Time started work:      
	Time stopped work:      
	Working time lost:      

	Details of other people involved:
	How many witnesses? [  ]
	  How many other people were involved? [  ]

	For each person give full name, clock number, department (or address if not employee).  Use separate sheet if necessary.


	


	The injury
	Details:


	


	Treatment given
	None [ FORMDROPDOWN 
]       First aid [ FORMDROPDOWN 
]       Sent to hospital [ FORMDROPDOWN 
]       Sent home [ FORMDROPDOWN 
]       Returned to work [ FORMDROPDOWN 
]

Discharged [ FORMDROPDOWN 
]       To return to OHD [ FORMDROPDOWN 
]

	The accident
	Date:      
	Time:      

	Was the accident in working hours?      
	Time and date reported:      

	PART ONE completed by:
	Name:

     
	Job Title:

     
	Signature:


	Date:

     

	PART TWO:  TO BE COMPLETED BY OR ON BEHALF OF INJURED PERSON

	How and Where did it happen (location must be filled in)


	


	The work / activity
	Who authorised the work?      

	Description of work:


	


	PART TWO completed by:
	Name:

     
	Job Title:

     
	Signature:


	Date:

     

	PART THREE:  TO BE COMPLETED BY MANAGER / SUPERVISOR

	Property/equipment damage
	Building [ FORMDROPDOWN 
]         Plant [ FORMDROPDOWN 
]         Machinery [ FORMDROPDOWN 
]         Equipment/apparatus [ FORMDROPDOWN 
] 

Vehicle [ FORMDROPDOWN 
]         Consumable [ FORMDROPDOWN 
]         Other (specify)  [     ]

	Property ownership 
	Company [ FORMDROPDOWN 
]       Hired [ FORMDROPDOWN 
]       Personal [ FORMDROPDOWN 
]       Third party (give details) [ FORMDROPDOWN 
] 



	Conditions
	Floor/road:       Good [ FORMDROPDOWN 
]      Bad [ FORMDROPDOWN 
]      Dry [ FORMDROPDOWN 
]      Wet [ FORMDROPDOWN 
]      Greasy/oily [ FORMDROPDOWN 
]      Sloping [ FORMDROPDOWN 
]

Lighting:     Good [ FORMDROPDOWN 
]     Poor [ FORMDROPDOWN 
]     Satisfactory [ FORMDROPDOWN 
]      Weather: (where appropriate) [     ]

	PART THREE (Continued)

	Is there a Risk Assessment covering this process – Please attach      YES   FORMCHECKBOX 
             NO   FORMCHECKBOX 


	Risk Assessment Number :      

	Specify Site Reference Numbers:      

	Protective measures in use: (e.g. permits, barriers, personal protective equipment)


	


	Equipment involved: give description (plus ID/Serial No.)       

	Was machinery in motion at the time?      

	If manual handling was involved, 
give weight and dimension of object: 
	     

	Analysis of causes (to be completed by manager/supervisor)      
NB The possibility that medication/alcohol/drugs was a factor should be considered for the injured person and anyone else involved in the incident. Human factors such as acting negligently, tiredness, lack of training etc  should also be considered 

	Immediate cause(s):


	


	Underlying cause(s):


	


	Actions already taken:


	


	Further actions recommended:


	


	Date actions to be completed:      
	By whom: (name)      

	PART THREE completed by:
	Name:

     
	Job Title:

     
	Signature:


	Date:

     

	PART FOUR:  TO BE COMPLETED BY THE SHE OFFICE

	Date reported: 
     
	to Company Insurance Manager:
     
	to HSE: 
    
	Form No.
     

	Were photographs taken? 
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	Were blood/Urine samples taken?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 


	Is Risk Assessment required? 
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	Date received this form:      

	Risk Assessment reviewed by SHE Office? 
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 


	Investigation Ref. No.      
	Reported to Director Responsible for SHE
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 


	PART FOUR completed by:
	Name:

     
	Job Title:

     
	Signature:


	Date:

     

	THIS FORM MUST BE RETURNED TO THE SHE OFFICE WITHIN 5 WORKING DAYS.

	THE SHE OFFICE MUST RECORD AND ARCHIVE THIS FORM AND WHERE REQUIRED ALL OTHER RELEVANT DOCUMENTATION.


(Issued by SHE Office)
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