(Insert Company Logo Here)

                
FORM - O

	 INCIDENT INVESTIGATION REPORT



	Branch


	Department
	Report Date

	Name


	Age:______________
Gender: male / female
	Report Time

                                      AM   PM

	Start Date


	Occupation
	Incident Date
	Incident Time

                                      AM   PM

	Incident Location:_________________________________________________________________________________________________

________________________________________________________________________________________________________________

	Incident

Category
	Injury or Illness  (     Equipment Failure  (     Motor Vehicle  (     Property Damage  (     Fire  (     Other  (

	Severity

Of Injury
	First Aid Only  (     Medical Treatment  (     Disabling  (     Fatal  (
	Number of Days Lost

	Type of Injury________________________________________

______________________________________________________________________________________________________
	Area of Injury_____________________________________________

_________________________________________________________

_________________________________________________________

	Name of Witness

__________________________________________________________________________________________________________________
	Address and Telephone No.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

	Description:  Describe clearly how incident occurred (diagram on back of report)

	

	

	

	

	

	 

	Was written Safe Work Procedure available? 

YES (
NO   (                                 
	Was it adequate?                             
YES (
NO   (
	Was it used for worker training?
YES (
NO   (

	Analysis:  What acts or conditions contributed most directly to incident?

	

	

	

	

	

	 

	                 What are the reasons for these acts or conditions?

	

	

	

	

	

	

	Loss Severity Potential            

               Major  (            Serious  (            Minor  (
	Probable Recurrence Rate

              Frequent  (            Occasional  (            Rare  (


	PREVENTION



	What action has or will be taken to prevent recurrence?

	

	

	

	Immediate corrective actions to prevent recurrence:

	

	

	

	

	Target Date for Immediate Corrective Action:

	Long Term Solution(s):

	

	

	

	

	

	

	

	Target Date for Long Term Corrective Action:

	Diagram:



	Comments:

	

	

	

	

	

	

	

	

	

	Signatures of WSH Committee Co-chairs:
_________________________        __________________
Employer co-chair                              Date
_________________________         __________________

Worker co-chair                                  Date
	Supervisor and Management Signatures:
_________________________________         ____________________
Supervisor Signature                                          Date

_________________________________         ____________________

Senior Management Review                               Date
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