	
	

	
	

	
	



	NOTE: This report is for Near Miss and First Aid incidents only. Any incident resulting in Medical Aid, Disabling Injury,                    Fatality or Personal Property Damage MUST be investigated using the Supervisor’s Incident Investigation Report.

	
	
	
	
	

	PART 1:  TO BE COMPLETED BY EMPLOYEE

	Employee Name (please print)
	Work Phone #

	
	

	Worksite Name & Address
	

	

	

	Employee Job Title
	Length of Service

	
	 FORMCHECKBOX 

	Less than 1 year
	 FORMCHECKBOX 

	More than 1 year

	Date of Incident:
	MM
	DD
	YYYY
	
	Time of Incident:
	24 Hr Clock
	

	
	
	
	
	
	
	
	
	

	Location of Incident – Worksite (specify location)
	

	

	

	

	Type of Near Miss:
	 FORMCHECKBOX 

	Verbal Threat
	 FORMCHECKBOX 

	Physical Threat
	 FORMCHECKBOX 

	Vehicle Use
	 FORMCHECKBOX 

	Equipment Use
	 FORMCHECKBOX 

	Environment

	
	 FORMCHECKBOX 

	Property
	 FORMCHECKBOX 

	Other
	
	Was first aid provided:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Description of Incident – (please include factors contributing to the incident, nature of severity, other staff involved, ect.)

	Do not include the name of the individual causing the incident in this report.

	If you require more space please attach additional pages - # of additional pages in report:
	

	

	

	

	

	

	

	Employee’s Signature:
	
	Date:
	

	
	
	
	(mm / dd / yyyy)

	

	PART 2:  TO BE COMPLETED BY SUPERVISOR

	Preventative, corrective action(s) taken or recommended:
	

	

	

	

	

	Has a hazard assessment been completed for the work being done?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Name of Supervisor (please print):
	
	Phone #:
	

	Supervisor’s E-mail Address:
	

	

	Supervisor’s Signature:
	
	Date:
	

	
	
	
	(mm / dd / yyyy)

	

	PART 3:  REVIEWING MANAGER’S COMMENTS

	

	

	

	

	Name of Manager (please print):
	
	Phone #:
	

	Manager’s E-mail Address:
	

	

	Manager’s Signature:
	
	Date:
	

	
	
	
	(mm / dd / yyyy)


