	Corporate Safety And Health 


	Last Revised:  

Procedure Number: 

Document Owner:  


                          INCIDENT INVESTIGATION FORM

	Employee Name:


	Department:
	Employee/Badge #:

	Incident Date:  

 
	Report Date:

 

	Incident Time:

 
	Incident Type:
	 FORMCHECKBOX 
  Injury/Illness

 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Property Damage
	 FORMCHECKBOX 
 Vehicle
	 FORMCHECKBOX 
 First Aid 



	Length of Employment:                                         Length of time at Current Job:



	Injury Sustained:   
	Severity:
	 FORMCHECKBOX 
 Total Recordable
	 FORMCHECKBOX 
 Lost Work Case.
	 FORMCHECKBOX 
 Fatality

	Employee Statement of Incident:  Provide affected employee’s statement of incident occurrence what activities were underway immediately before the incident, what occurred and when.  Attach additional pages as required.

	

	Chronological Sequence of Events: Track incident from significant events prior to incident.  If an injury was sustained include medical treatment provided. State only the facts.  Do not include assumptions.   Attach additional pages as required.

	

	Root Cause of Incident: Attach additional pages as required.

	

	Contributing Causes of Incident: Attach additional pages as required.

	1.      


	2.

	3.  


	4.

	Witness(s) to Incident and Any Comments:  
	

	

	

	

	Attachments:  Check all that apply

	 FORMCHECKBOX 
   Pictures, Drawings, etc.
	 FORMCHECKBOX 
  Employee/Witness Statement
	

	 FORMCHECKBOX 
   Training Records
	Training Records
	 FORMCHECKBOX 
  Other (Describe)
	

	Prepared by:   


	Date:  

	Work Area Supervisor:   


	Date:  


Please Type or Print

	Corrective Actions:

	Immediate Containment:
	
	

	Action:


	Responsible Party:
	Date:

	  
	  
	 

	 
	 
	 

	
	
	

	
	
	

	Long-Term Prevention:
	
	

	Action:
	Resp.

Party:
	Target Date:
	Compl.

Date:

	
	 
	 
	

	 
	 
	 
	

	
	 
	 
	

	
	
	
	

	Lessons Learned

	

	

	

	Corrective Actions Closure

	Corrective Action Implemented:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Work Area Supervisor Initials:  
	Date:



	Corrective Action is Satisfactory:                                          

(Does it address root cause, lead to prevention of reoccurrence? If no, what further action is needed?  Describe below, use additional  form if necessary)


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Safety Comm. /

Team Approval:  
	Date:  

	Investigation Closed:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Management Approval:
	Date:


ATTACHMENT A (Continued)
Please Print or Type

	Photo Information Sheet

	Employee Name:

 
	Department:
	Date of Incident:

 

	Photo No.  1


	

	Photo Date:   

 
	

	Time of Day:    

 
	

	Location:   

 
	

	Brief Description:

(Provide direction of photo)
	

	  
	

	 
	

	 
	

	
	

	
	

	Notes:

 
	

	 
	

	Photographer:    
	

	Photo No.   2


	

	Photo Date:   

 
	

	Time of Day:    

 
	

	Location:    

 
	

	Brief Description

(Provide direction of photo)
	

	 
	

	
	

	
	

	
	

	
	

	
	

	Notes:


	

	
	

	Photographer:    
	


