Data


Incident Statements

Incident No.:      
Your comments are important to help determine the causes of the accident and correct any unsafe conditions.  Thank you for your cooperation.

	Report Date:
	Report Time:                       FORMCHECKBOX 
am      FORMCHECKBOX 
pm

	Full Name:  

	Department:
	Supervisor:

	Work Phone No.:
	Building:

	Accident Date:
	Accident Location:

	Your Status:      FORMCHECKBOX 
Supervisor      FORMCHECKBOX 
Witness      FORMCHECKBOX 
Injured Employee     

	Briefly explain in your own words the circumstances that led to the accident event – what you saw, heard, etc. 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	I have written the above statement and certify that it is true to the best of my knowledge.

	Employee Signature:


	Date:

	Interviewer Signature:


	Date:


