ACCIDENT INVESTIGATION FORM
	COMPANY NAME
	ADDRESS/JOBSITE
	JOB/CONTRACT NO

	Investigator 

	Signature
	Date 
	Time  

	Injured Employee Information  

	Name 
	Job Title
	Employee ID No. / Badge No.

	Work Phone
	Home Phone
	Cell Phone 
	Date of Birth
       /       /         
	SSN 

	Accident Data 

	Date of Accident 
       /       /        
	Time of Accident 
AM    PM
	Claim No.
	NO Injury  FORMCHECKBOX 
 (near miss incident) 

	Injury (cut, broken bone, amputation, burn, etc.) and body part(s) affected 

	First Aid given by

	Transported to (clinic, hospital, etc.)

	Treatment   









      medical report on file   FORMCHECKBOX 


	Past record of treatment for a similar condition?  






on file with medical report  FORMCHECKBOX 


	Accident Description

	Who was involved in the accident?  

	

	Events leading up to accident, in sequence:

	

	

	

	Exact step or part of job being done?     

	

	

	

	What occurred:    

	

	

	

	

	

	

	Witnesses  

	Who witnessed?  (Visitors, general public or bystander, employees from other trades, etc.)  Provide a Witness Statement  

	Name 
	Phone (work or home) 
	Cell phone 
	

	Name 
	Phone (work or home) 
	Cell phone 
	

	Name 
	Phone (work or home) 
	Cell phone 
	

	Name 
	Phone (work or home) 
	Cell phone 
	


	SUPERVISORS’ REPORT
 Preliminary Report    FORMCHECKBOX 
 
Final Report  FORMCHECKBOX 


	Supervisor Name
	Supervisor Work Phone
	Employee ID No. / Badge No.

	Loss Severity Potential 
1 (minor)  2     3     4     5 (major)  
	Probable Recurrence Rate  
1 (rare)       2        3        4        5 (frequent)  

	Photos / description of damaged property or equipment 



Photos electronically on file  FORMCHECKBOX 

(attach on separate sheet if necessary)  

	

	

	Blood borne Pathogens Record  (Enter Name of person who had contact, and name of Source Person of the blood / body fluid)

	Name
	Source person 
	Tested (date)
	Treated (date)
	Counseled (date) 

	Name
	Source person 
	Tested (date)
	Treated (date)
	Counseled (date) 

	Name
	Source person 
	Tested (date)
	Treated (date)
	Counseled (date) 

	Root Cause/ Accident Findings (√ any that apply)  

	Unsafe vehicle operation
 FORMCHECKBOX 

	Adverse weather /

Extreme temperatures 
 FORMCHECKBOX 

	Physical or mental
 Limitation
 FORMCHECKBOX 

	Inadequate training 
 FORMCHECKBOX 


	Horseplay 
 FORMCHECKBOX 

	Poor road conditions 
 FORMCHECKBOX 

	Pre-existing physical condition 
 FORMCHECKBOX 

	Lack of proper supervision
 FORMCHECKBOX 


	Disabling safety devices/guards 
 FORMCHECKBOX 

	Inadequate guards or protection
 FORMCHECKBOX 

	New impairment 
or condition 
 FORMCHECKBOX 

	Inadequate safety procedures
 FORMCHECKBOX 


	Failure to lockout 
 FORMCHECKBOX 

	Defective tools, machine, equipment or vehicle
 FORMCHECKBOX 

	Drugs or alcohol
 FORMCHECKBOX 

	Inadequate job planning
 FORMCHECKBOX 


	Operating without authority
 FORMCHECKBOX 

	Hazardous atmosphere (gas, dust, fumes, vapors)
 FORMCHECKBOX 

	Learning disability
 FORMCHECKBOX 

	Safety plan / job procedures 
not followed
 FORMCHECKBOX 


	PPE not used
 FORMCHECKBOX 

	Hazardous chemical /substance  FORMCHECKBOX 

	Employee insubordination  FORMCHECKBOX 

	Improper layout or design of 
work area
 FORMCHECKBOX 


	Inadequate machine maintenance
 FORMCHECKBOX 

	Inadequate warning system
 FORMCHECKBOX 

	Employee dishonesty 
 FORMCHECKBOX 

	Inadequate medical monitoring
 FORMCHECKBOX 


	Improper material handling 
 FORMCHECKBOX 

	Fire or explosion hazards 
 FORMCHECKBOX 

	Unaware of hazards
 FORMCHECKBOX 

	
 FORMCHECKBOX 


	Taking unsafe position
 FORMCHECKBOX 

	Improper material storage 
 FORMCHECKBOX 

	Lack of skill/knowledge
 FORMCHECKBOX 

	
 FORMCHECKBOX 


	Employee unsafe behavior 
or Employee Violence  
 FORMCHECKBOX 

	Excessive noise 
 FORMCHECKBOX 

	Acted to avoid discomfort
 FORMCHECKBOX 

	
 FORMCHECKBOX 


	Unsafe or Violent act of 
non-employee
 FORMCHECKBOX 

	Poor illumination/limited visibility  FORMCHECKBOX 

	Tried to avoid extra 
effort 
 FORMCHECKBOX 

	
 FORMCHECKBOX 


	Poor housekeeping
 FORMCHECKBOX 

	Radiation exposure 
 FORMCHECKBOX 

	Tried to gain or save time
 FORMCHECKBOX 

	
 FORMCHECKBOX 


	What contributed most directly to accident/incident?   

	

	

	

	

	What are the basic/fundamental reasons for the existence of the contributing factor(s)?  

	

	

	

	

	

	Preventing Recurrence:  Employee Retraining, and Correction of  Hazards 

	Action 
	Emp. Initials 
	Supv. Initials
	Date Completed 

	Action 
	Emp. Initials 
	Supv. Initials
	Date Completed 

	Action 
	Emp. Initials 
	Supv. Initials
	Date Completed 

	Action 
	Emp. Initials 
	Supv. Initials
	Date Completed 

	Action 
	Emp. Initials 
	Supv. Initials
	Date Completed 

	WITNESS STATEMENT

	Form provided by (Name of Employee) 
	Work Phone
	Email  

	Date form was provided 
	Date Returned 
	(Office Use Only)  

	Witness Information 
	

	Name
	cell phone 
	work phone 
	home phone 
	email 

	Name
	cell phone 
	work phone 
	home phone 
	email 

	Hazards Observed (√ any that apply)  

	Unsafe vehicle operation  
 FORMCHECKBOX 

	Adverse weather / Extreme temperatures
 FORMCHECKBOX 


	Hazardous atmosphere (gas, dust, fumes, vapors)  
 FORMCHECKBOX 

	Poor road conditions 
 FORMCHECKBOX 


	Hazardous chemical /substance
 FORMCHECKBOX 

	Fire or explosion hazards 
 FORMCHECKBOX 


	Drugs or alcohol 
 FORMCHECKBOX 

	Poor illumination / limited visibility
 FORMCHECKBOX 


	Horseplay
 FORMCHECKBOX 

	Excessive noise 
 FORMCHECKBOX 


	Photos taken by witness: (you may also draw or diagram your observations here) 

 
Photos were emailed  FORMCHECKBOX 


	Accident Description (what happened, in your own words)   

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Who did you speak to at the accident?  (list names below) 

	

	

	

	

	Signature 
	Date

	Signature 
	Date 
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PROMOTING WORKER SAFETY
