                                 INCA Community Services 

                             Accident/Incident Report Form

Employee(s) name(s):___________________________________________________________________________________________________________________

Time and Date of accident/incident:______________________________
Job title(s) and department(s):_____________________________________________________________________________________________________________

Supervisor/Manager:________________________________________________________________________________________________________

Witnesses:______________________________________________________________________________________________________________________________________________________________________________

Brief description of accident/incident:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Indicate body part affected:

Did the injured employee seek medical attention?     ( )  Yes     ( )  No

If yes, did you complete the employer’s portion of the worker’s compensation form?                                                       ( )  Yes     ( )  No

Did the injured employee go home?                              ( )  Yes     ( )  No
 Indicate date and time the injured employee left the work site:_________________________________________________

Supervisor’s/Manager’s comments:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What could have been done to prevent this accident/incident?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have any unsafe conditions been corrected?                    ( )  Yes   ( )  No

If yes, what has been done?__________________________________________________________________________________________________________________________________________________________________________________

If not, what is the plan of action to correct the problem?_______________________________________________________________________________________________________________________________________________________________________________

Employee Signature:________________________________________

Supervisor signature:________________________________________

Date:__________________

HR Review:                                               Exec Director review:

