INCIDENT RECORD FORM

Ref No  ………….                     (This form is to be kept with the Accident Records)

	Company Name & Address


	Enforcing Authorities address. i.e. 

HSE – Local Environmental Health Office. 

	

	Accident resulting in Death or Injury. Complete section 1, 2, 4

	Time of Accident
	Date of accident

	If accident involved a person not in your employment please enter status.
	

	Tick Appropriate box below when Known:

	Injury not reportable
	
	Major Injury
	

	Over three day injury
	
	Death
	

	

	Complete below only when injury is known to be reportable. (Report should be sent within ten days)

	Name of person notifying incident
	

	Date notified
	

	Type of report completed
	F2508
	F2508A
	

	Date Form sent to authority
	

	 

	Dangerous Occurrence at Work. Complete section 1 & 2

	Time Dangerous Occurrence happened.
	

	Date Dangerous Occurrence happened.
	

	Name of person notifying incident
	

	Date notified 
	

	Type of report completed
	F2508
	F2508A
	

	Date Form sent to authority
	 

	

	Disease at Work notified to employer by Medical Practitioner. Complete section 1,3 & 4

	Time Disease was notified to employer
	

	Date Disease was notified ton employer
	

	Name of person notifying Disease 
	

	Date Form sent to authority
	

	Name & Address of Medical Practitioner




	Section 1

	Incident reported to (Nominated by Employer)
	

	Time reported
	
	Date reported
	

	Reported by (name of person reporting incident
	

	Report form completed by
	

	Date notified
	

	Date form started
	
	Date form Completed
	

	Signature

	Name of person suffering Injury Disease or dangerous occurrence
	Mr/Miss/Mrs

	Date of birth
	
	Age
	

	Occupation
	Time employed with company
	

	Period of time undertaking work activity

	

	Status at time of incident:
	Tick as appropriate

	Employee at work on the company premises
	

	Employee at work on client’s premises
	

	Self-employed at work under someone else’s control
	

	Person not at work
	

	None of the above
	


	Section 2

	Details of Injuries sustained:



	Number of people involved
	Injured
	Killed

	Was the injured person:

	Carrying out their normal job function at the time of the incident
	Yes
	No

	Authorised to be in the area at the time of the incident
	Yes
	No

	Complying with the employers rules / safety procedures
	Yes
	No

	Supervised at the time of the incident
	Yes
	No

	If the answer to any of the questions is No state reasons

	

	

	Supervisors name
	
	Did the enforcing authority investigate 
	Yes
	No

	Position / Job title.
	
	Date investigated
	      /       /

	Did the police attend the scene / incident
	Yes
	No

	
	Date 

	Name officers attending incident
	

	Name of machinery plant, equipment or machinery being used at time of incident (give details of guards interlocks or safety switches)

	

	


	Section 2 Cont

	Exact place and location of the incident
	

	

	

	Description of the circumstance in which the accident / incident occurred

	

	

	

	Were photographs taken of the scene
	Yes
	No

	Name of photographer
	

	Witness 1
	Witness 2
	Witness 3

	Name
	Name
	Name

	Address


	Address
	Address

	Emergency action taken

	Tick appropriate box
	Name
	Time a.m/p.m.

	Medically examined
	
	
	

	First aid treatment administered
	
	
	

	Taken / sent to hospital
	
	
	

	Hospital’s name
	

	Address
	

	Any other action
	


	Section 3

	Time employee was off work
	

	Date employee went off work
	
	Date Employee returned to work
	

	Enter any other relevant details of how the accident occurred and how it can be prevented in the future

	

	

	Insurance Details (In respect of fatal accidents or serious incidents Insurers must be notified by telephone)   (For Company Use Only)

	Name of insurer
	

	Telephone number
	

	Name of Broker
	

	Address of Broker
	

	Telephone number
	

	Policy Number
	

	Date claim / report form received
	

	Completed by
	


	Section 4

	Details of disease
	

	Name or nature of disease
	

	Work activity associated with disease
	

	Has any other employee ever suffered from this disease? 
	Yes
	No

	If yes give names and details below

	

	

	

	Give details of any precautionary action taken to prevent the disease reoccurring

	

	

	

	For accident / dangerous occurrence, sketch details of incident scene giving approximate measurements

	


	Section 5

	To be filled in if accident investigation interview takes place

	Names of person(s) undertaking interview
	
	

	Date of interview
	
	Time of interview
	

	If this form is a true account of the incident the interviewee should sign below

	Signature of interviewee
	
	Date
	

	Signature of interviewer
	
	Date
	

	Signature of witness
	
	Date
	

	Signature of witness
	
	Date
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