
TEMPLATE 2
	Date of accident:
	Time of accident:

	Address:
	Exact location of the incident:



	Who was involved?
	Who was injured and how?



	Description of accident:



	Outcome (Tick as many as apply):

 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Property Damage
 FORMCHECKBOX 
 Minor Injury
 FORMCHECKBOX 
 Major Injury

Type of Injury (Tick a many as apply):
 FORMCHECKBOX 
 No Injury
 FORMCHECKBOX 
 Marked Skin
 FORMCHECKBOX 
 Fracture/Break
 FORMCHECKBOX 
 Cut/Graze

 FORMCHECKBOX 
 Twisted
 FORMCHECKBOX 
 Bruise
 FORMCHECKBOX 
 Sprain/Strain
 FORMCHECKBOX 
 Inflammation
 FORMCHECKBOX 
 Electric Shock
 FORMCHECKBOX 
 Burn
 FORMCHECKBOX 
 Other, please specify:

Affected part(s) of the body:



	Cause of accident:

 FORMCHECKBOX 
 Slip
 FORMCHECKBOX 
 Trip
 FORMCHECKBOX 
 Struck by
 FORMCHECKBOX 
 Bump/collide

 FORMCHECKBOX 
 Road Accident
 FORMCHECKBOX 
 Fall from height
 FORMCHECKBOX 
 Manual handling
 FORMCHECKBOX 
 Entanglement
 FORMCHECKBOX 
 Falling object
 FORMCHECKBOX 
 Entrapment
 FORMCHECKBOX 
 Fall at same level

 FORMCHECKBOX 
 Other, please specify:



	Treatment:
Was treatment required?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Was first aid provided?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

If so, by whom:

 FORMCHECKBOX 
 Treatment declined
 FORMCHECKBOX 
 Assistance
 FORMCHECKBOX 
 First aid


 FORMCHECKBOX 
 Casualty
 FORMCHECKBOX 
 Doctor
 FORMCHECKBOX 
 Ambulance

Did the accident result in an overnight stay?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please record the full name and address of the hospital:



	Signed (Injured Party):
	Name:
	Date:

	Signed (First Aider):
	Name:
	Date:

	Signed (Employer):
	Name:
	Date:
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