
 

 

 Page 1 

CONFIDENTIAL 
INCIDENT/INJURY FORM  

 
This form is to be completed in the event of accidents, incidents, near misses, dangerous occurrences or 
injuries by HRM Temporary Labour Hire Employees. 
 
Please complete - Section A & B – for all incidents/accidents  
Please complete - Section C - when an injury results 

 

All incidents, accidents or injuries are to be reported immediately.  You are to complete this 
form and provide it immediately to your direct supervisor/manager AND to HRM 

 

Section A:  INCIDENT/ACCIDENT NOTIFICATION (Complete responses) 

Title: Last Name: Other names: 

Date of Birth: 

Email address: Ph: (w) Ph: (h) 

Home address: Post code: 

Date and time of incident:            /     /            :    am / 
pm    

Exact Location: 

 

Name of Company where injury occurred: 

Immediate Supervisor:  

How did the incident/accident happen?  

 

 

 

 

 

 

Were there any witnesses?         Yes/No  

Name(s) of witness: Ph:     

 

Section B:  SUPERVISOR AND EMPLOYER NOTIFICATION 

Name of Client/Supervisor Notified :                                                         Date and time notified        /     /          :    
am/pm 

Name of HRM Officer Notified:                                                                 Date and time notified        /     /          :    
am/pm 

 

Signed: Date:                               

 
No further action required if an incident notification only  
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Section C:  INJURY DETAILS (If applicable)  

Type of injury or disease  (eg burn):                                                        Part(s) of the body affected: 

Date and time when symptoms noticed:                     /        /                  :         am/pm 

Was medical treatment given?                            No  /  First Aid  /  Nurse / Doctor / Hospital   

Name of person giving initial treatment: 

Date and time initial treatment given:                     /         /                  :           am/pm 

Does the injured person intend to lodge a claim for workers’ compensation?                          Yes / No / Unknown 

Was time lost as a result of the injury?                  Yes / No        How many hours/days? 

Please review the columns and diagram below and complete, by ticking and circling the injured body part that 

accurately reflects the accident/injury sustained: 

 

 

 

 

 

 

 

 

 

 

 

 

How long had you been working prior to the incident / injury? ___________________ 

How long had you been working on this task? ______________________ 

Is this task part of your normal duties?                   Yes    No 

Have you been instructed / trained in this task?     Yes     No    

What were you doing in the time prior to the incident / injury?  

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Are there any other factors involved (management, the environment, equipment, maintenance, individual)?  

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What do you think could have been done to prevent this incident from occurring? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Any other comments or observations? ___________________________________________________________ 

__________________________________________________________________________________________ 

 

Signed: Date:                           

     


