
REPORT OF INCIDENT/ACCIDENT/ILLNESS 

 
 PRINT OR TYPE ONLY. TO BE COMPLETED BY THE  INJURED EMPLOYEE OR ATTENDING STAFF 

 IF A DOCTOR’S VISIT IS REQUIRED; COMPLETE SAIF 801 FORM IN ADDITION TO THIS FORM & FORWARD IMMEDIATELY.   

 FOLLOW THE GUIDELINES ON THE MEDICAL TRANSPORT CHECKLIST 

1. NAME OF INDIVIDUAL:           

 

                                                                  

2.   Section:  3.  DATE OF REPORT: 

4.  JOB TITLE: 

 

 

5.  TYPE OF INCIDENT/ACCIDENT/ILLNESS:    

  

6.  EXTENT OF INJURY(Body part or location of pain): 

 

 

7.  LOCATION WHERE INJURY OCCURRED: 

 

 

8.  DATE & TIME OF INCIDENT/ACCIDENT/ILLNESS: 

 

 

  

11. DATE REPORTED: 

 

 

12.  REPORTED TO WHOM: 

13.  WITNESS (attach statement if necessary)  

 

RELATIONSHIP: __________________________________    
                                  

          SUPERVISOR, CO-WORKER, ETC. 
 

        NAME:___________________________________________ 

         

        PHONE:__________________________________________ 

 

       WITNESS (attach statement if necessary)  

 

RELATIONSHIP: __________________________________    
                                  

          SUPERVISOR, CO-WORKER, ETC. 
 

        NAME:___________________________________________ 

         

        PHONE:__________________________________________ 

 

14.  DESCRIBE INCIDENT/ACCIDENT/ILLNESS FULLY (Include how it occurred, conditions when it occurred (weather, clothing, safety equipment, etc),  

and describe how it felt to the individual when it occurred): 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 
 

15.  DESCRIBE FIRST AID/MEDICAL TREATMENT: 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 
 
 

16.  WHERE WAS INDIVIDUAL SENT (IF TRANSPORTED): 

 

17. MEANS OF TRANSPORTATION: 

 

 

18.  INJURED INDIVIDUALS WRITTEN COMMENTS: 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 
 

 



THIS SIDE TO BE COMPLETED BY SUPERVISOR 

19. CONTRIBUTING FACTORS OF INCIDENT/ACCIDENT/ILLNESS: 

 

UNSAFE ACTIONS:                                                                                         UNSAFE CONDITIONS:  

 

 DISTRACTION, TEASING, HORSEPLAY  

 OPERATING WITHOUT AUTHORITY 

 MAKING SAFETY DEVISES INOPERATIVE 

 TAKING UNSAFE POSITION 

 FAILURE TO USE PERSONAL PROTECTIVE DEVICES 

 OTHER: _________________________________________ 

 

 

 INADEQUATE SUPERVISION 

 DEFECTIVE TOOLS, EQUIPMENT, OR SUBSTANCE 

 HAZARDOUS ARRANGEMENT 

 SUB-STANDARD PHYSICAL CONDITIONING 

 UNSAFE CLOTHING 

 PREVIOUS INJURY 

 HAZARDOUS OBSTACLES 

 OTHER: ________________________________________ 

 

20. BACKGROUND: 

ARE THERE ANY CONTRIBUTING FACTORS, SUCH AS LEVEL OF TRAINING, PERSONAL CHARACTERISTICS, HABITS, FAILURE 

TO ADHERE TO SAFETY POLICIES, ETC. THAT CAUSED THE INCIDENT/ACCIDENT/ILLNESS?  

___________________________________________________________________ 

___________________________________________________________________ 
 

                                          GUIDES TO CORRECTIVE ACTION 

21. IF AN UNSAFE ACTION AND/OR CONDITION WAS IDENTIFIED, LIST CORRECTIVE ACTION TAKEN: 

___________________________________________________________________ 

___________________________________________________________________ 
 

22. ADDITIONAL SUPERVISOR COMMENTS: 

___________________________________________________________________ 

___________________________________________________________________ 
 

23. SUPERVISOR NAME (PRINT): 

 

 

24. SUPERVISOR SIGNATURE: 25: DATE: 

                                             SAFETY COMMITTEE REVIEW 

26.  SAFETY COMMITTEE RECOMMENDATIONS: 

___________________________________________________________________ 

___________________________________________________________________ 
 

27. SAFETY CHAIR SIGNATURE: 

 

 

28. DATE: 


