Family Health Team
          

   



 INCIDENT REPORT 

Please do not write on shaded areas
A.  ( NO INJURY



( INJURY



(WSIB CLAIM
hazardous situation



NO WSIB CLAIM



( health care (medical aid)






( first aid




( lost time
B. Last Name


First Name
Sex
Marital Status 
Phone No.


Date of Birth













day/month /year


Address (no. street, apt)



City/Town
Province
  Postal Code

Department/Unit

Date of employment       Occupation at time of injury 
 Years Exp.     Language spoken if not  English 
 
Social Insurance No.
Day/month/year








C. D/M/Y OF INCIDENT
TIME OF DAY
D/M/Y REPORTED

TIME OF DAY
Normal working hours on last day worked


a.m.




a.m.






p.m.




p.m.
From


To

D. DESCRIPTION

1. What happened to cause the injury/disease? If known, describe injury, part of body involved and specify left or right side.

2. Who was the injury/disease reported to? If injury/disease was not reported immediately, provide reason for delay.

3. Describe the worker’s activities at the time of injury/disease. Include details of equipment or materials and the size and weights of objects being handled.

4. Where was the worker when the injury/awareness of disease occurred? If the injury/disease occurred outside FHT property please specify location.

5. Is there anyone else who may have witnessed or who may know about the injury/onset of disease? If so, provide details below.

Name(s)




Address(es) and phone numbers(s) if available

E. TYPE OF INCIDENT
( STRUCK/CONTACT 
( EXPOSURE(heat, chemicals)
( CAUGHT IN,ON OR BETWEEN
( FALL
( SLIP/TRIP


( OVER EXERTION/STRAIN

( PATIENT ACTION
( STRESS
( ERGONOMIC
( NEEDLESTICK


( OTHER ________________________



F. WHAT CONDITIONS CONTRIBUTED TO THE INCIDENT.  EXPLANATION OF CAUSES

( operating without authority
( failure to secure or warn
( working at unsafe speed
( unsafe equipment
 ( unsafe loading, placing, mixing

( unsafe position or posture
( working on moving or dangerous equipment 
( distracting, teasing, wilful misconduct
( patient action


( failure to use personal protective devices  ( wheeled equipment operation
( outside hazardous condition
  ( unsafe design 
( other

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

G. DESCRIBE ACTIONS TAKEN TO PREVENT INCIDENT RECURRENCE

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

H. TO YOUR KNOWLEDGE, HAS THE EMPLOYEE HAD A PREVIOUS SIMILAR DISABILITY? 
( YES
( NO

SIGNATURE OF PERSON REPORTING INCIDENT


SIGNATURE OF DEPT. HEAD OR SUPERVISOR

……………………………………………………………


……………………………………………………………………………








