(Company Name / Logo)

INCIDENT INVESTIGATION REPORT
Please ensure form is completely filled out and signed

SEE REVERSE SIDE OF REPORT FOR INSTRUCTIONS

	EMPLOYEE AND SUPERVISOR / MANAGER
	A
	THIS REPORT MUST BE SUBMITTED TO: HUMAN RESOURCES MANAGER & GENERAL MANAGER WITHIN 48 HOURS.

	
	
	Employee Name: ____________________________________________________

Address:___________________________________________________________

Home Phone: ___________________  Dept Phone: ________________________

Position/Title: ___________________ Years Experience in Position: ___________
	LOCATION OF INCIDENT:
Home/Location:___________________________
Room/Floor:______________________________
Department/Program:_______________________

	
	
	DATE OF INCIDENT: _____________________    ___________

                                             (YYYY/MM/DD)                   (HOUR)
	DATE REPORTED: _________________________     _______________

(YYYY/MM/DD)                            (HOUR)

	
	B
	DESCRIPTION OF INJURY:

Part of Body: ________________________________________________   Left [   ]        Right [   ]

First Aid Treatment: ______________________________________________________________

Property Damage: _______________________________________________________________
	Staff               [   ]

Contractor      [   ]

Volunteer       [   ]  

Student          [   ]        

	
	
	DESCRIPTION OF OCCURRENCE/HAZARD:

(What occurred? Task performed? Sequence of events? Who was involved? Type, size, weight or equipment, height from ground, personal protective equipment?)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who was the occurrence reported to?  ___________________________________________________

IF LOST TIME: Date & Hour last worked: _______________________________  Employee’s first day off work: __________________________  Normal working hours last day worked: ___________________________________

Date Employer became aware incident caused lost time: _____________________________________

	
	
	NO WITNESSES:   [   ]
	WITNESSES: (Name, address, telephone #):  _________________________________________________

______________________________________________________________________________________

(attach statements)

	
	C
	RELATED OR CONTRIBUTING FACTORS:

(What conditions contributed to the cause of the occurrence – facts only)

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

	CORRECTIVE / PREVENTATIVE ACTION:

Short Term: 
______________________________________________________________
______________________________________________________________
Long Term:

______________________________________________________________
______________________________________________________________
Person Responsible:                                                                 Target Date:

______________________________________________________________

	
	
	Have you received instruction or training concerning the task you were performing?           Yes [  ]          No [  ]

If yes, please describe: _________________________________________________________________________________________________



	
	
	Previous or similar injury/ disability?   Yes [  ]   No [  ]    Explain: _________________________________________________________________



	
	
	SIGNATURES:

Employee

Supervisor / Manager 
	NAME (please print)

___________________________

___________________________
	SIGNATURE

___________________________

___________________________
	DATE (YYYY/MM/DD)

_________________
_________________



	
	
	This is to certify that the above answers are full, complete and true to the best of my knowledge.

	FIRST AID PROVIDER
	D
	NAME OF IN-HOUSE TREATMENT PROVIDER: ________________________________________________________

Employee seen/called:  ___________________________________     Date (YYYY/MM/DD): _____________________  Hour: ______________

Description of injuries: _________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

First Aid Treatment provided:  ___________________________________________________________________________________________



	
	
	Signature:  _____________________________________________   

Position: _____________________________________ Date (YYYY/MM/DD): _____________
	Near Miss (no injury) [  ]

First Aid                     [  ]
	Medical Aid (WCB) [  ]

Lost Time (WCB)    [  ]

	
	COPY DISTRIBUTION:       EMPLOYEE                                 FILE                                           JHSC


GUIDELINES FOR INCIDENT INVESTIGATION COMPLETION
GUIDELINES AND RESPONSIBILITIES

TYPES OF INCIDENT RESULTS:

	Near Miss (no injury)

First Aid
Medical Aid (Health Care)

Lost Time  
	· caused by a substandard act, a substandard condition or a combination of both in the work environment which could have resulted in property loss and/or physical harm

· an injury of minor nature that treatment can be carried out without outside medical attention and cost to WCB

· a work-related incident which requires treatment by a Health Care Practitioner or a service resulting in a cost to WCB but does not result in lost time from work as determined by WCB

· a work-related injury which results in time lost from work beyond the day of injury and results in cost to WCB


 EMPLOYER & EMPLOYEE RESPONSIBILITIES: – regarding hazard identification & correction

	Employer:

Employee:
	· To implement and enforce work place Health and Safety rules, regulations and procedures; to take every reasonable precaution protect workers; to take steps to eliminate hazards in the workplace etc

· To comply with the Act/Regulations and policy; to use and/or wear personal protective equipment, to report accident and hazardous occurrences; to report any contraventions of the Act/Regulations to assist in prevention; to follow safety procedures.

(ie: report and work to prevent accidents from occurring)


REPORTING RESPONSIBILITIES:


	Employee:

Employee & Supervisor:

Supervisor / Manager:

In-House Treatment Provider:

Occupational Health & Safety:
	· Report incident immediately to Supervisor and complete Section A

· Complete and verify Sections A, B &C and add any additional facts or information

· Investigate incident

· Complete Section D, available for consultations purposes/review reports

· Consultation purposes/review reports


	SECTION A:
Location of Incident:  specific exact location

Date of Incident and Date Reported: record date and time of incident and when it was reported to authorized person

	SECTION B:
DESCRIPTION OF INCIDENT / HAZARD

Include:

· Activity being performed at time of incident – positioning of body, etc
· Describe the direct cause of injury – what is immediately responsible for the incident to have occurred
· Identify the root cause of injury – the underlying reason why the incident occurred – which if eliminated would prevent a recurrence

· State size, weight of any materials or clients/customers involved, type of lift used

· Specify tools, equipment, machinery, chemicals, materials involved

· State only pertinent client/customer information
	EXAMPLES OF INCIDENTS:

· Struck by/against objects or caught between two objects

· Slip, trip, fall on a walking surface or from height

· Sharps - needlestick wound

· Cut/laceration/puncture – include all other sharp objects

· Over exterion / strain – activities resulting in strain injuries (lifting, pushing, pulling)

· Exposure / contact with chemicals, hot materials, blood, tissue, body fluids, electrical

· Aggression / violence (ie: strikes employee)

	WITNESSES:

Record name(s) and address(es) of eye witnesses to the incident or persons who had immediate and direct knowledge of occurrence 

Attach information gathered to incident investigation report

	SECTION C:
RELATED OR CONTRIBUTING FACTORS

Investigate and consider:
· Were procedures available, understood, followed?

· Was equipment appropriate, maintained, operated properly?

· Was employee training, skill, knowledge and motivation adequate?

· Were client/customer needs and status understood and communicated?

· Were work materials and personal protective equipment (PPE) available?
	CORRECTIVE / PREVENTATIVE ACTION:

· Identify the corrective action taken and planned

· For follow-up, indicate who is responsible and the completion dated of planned action

	Investigation should be scaled to the severity (actual or potential) of the incident
NOTIFY THE GENERAL MANAGER AND THE DIVISION OF OH&S, AEEL IMMEDIATELY IF A SERIOUS OR CRITICAL INJURY/ INCIDENT IS SUSPECTED.

For our purposes a serious or critical injury/incident is defined as an injury of a serious nature that – places life in jeopardy, requires hospitalization for a period of 72 hours or more, results in substantial blood loss, involves structural failure or collapse of scaffold, concrete formwork, excavated shaft or tunnel…or any other incident that falls under Section 8 & 9 of the OH&S Regulations

	SECTION D:

Completed by the in-house treatment provider (ie: first aider)

Include explanation of injury noting body part, right or left, etc.


