	ACCIDENT/INCIDENT INVESTIGATION REPORT FORM




	THIS REPORT IS TO BE COMPLETED WITHIN 48 HOURS OF ACCIDENT AND CIRCULATED WITHIN 5 WORKING DAYS


	ABOUT THE PERSON

	FULL NAME
	

	OCCUPATION
	

	DATE AND LOCATION OF ACCIDENT/INCIDENT
	

	BRIEF DESCRIPTION OF INJURIES
	

	ESTIMATED ABSENCE FROM WORK (DAYS)
	

	IS A CLAIM LIABLE?
	

	

	EVENTS LEADING TO ACCIDENT/INCIDENT

	

	CONCLUSIONS AS TO CAUSE OF ACCIDENT/INCIDENT

	

	RECOMMENDATIONS TO PREVENT RECURRENCE

	

	SUPERVISOR
	HEALTH & SAFETY REPRESENTATIVE

	SIGN
	
	SIGN
	

	DATE
	
	DATE
	

	

	


MANAGING DIRECTOR
	SIGN

	

	
	DATE
	


A COPY OF THIS FORM IS TO BE KEPT ON INDIVIDUALS PERSONNEL RECORDS

