	
	Incident Report & Investigation Form
	



	REPORT SECTION


 (To be completed within 12 hours or by end of shift)

	
	THIS IS A REPORT OF:  (Please tick one only)

	 FORMCHECKBOX 

	Injury to an employee (First Aid treatment)
	Complete sections 1, 2, 3, 4, 6, 10

	 FORMCHECKBOX 

	Injury to an employee (Medical treatment )
	Complete sections 1, 2, 3, 5, 6, 10

	 FORMCHECKBOX 

	Hazard
	Complete sections 2, 7, 10

	 FORMCHECKBOX 

	Incident – no injury or damage (eg near miss)
	Complete sections 2, 3, 10

	 FORMCHECKBOX 

	Injury to Third Party (eg member of the public)
	Complete sections 1, 2, 3, 4, 5, 6, 10

	 FORMCHECKBOX 

	Damage to Third Party property
	Complete sections 2, 3, 8, 9, 10

	 FORMCHECKBOX 

	Vehicle/Machine damage
	Complete sections 2, 3, 8, 9, 10


	1
	DETAILS OF INJURED PERSON:

	
	Name:
	     
	Date of Birth:
	     

	
	Postal Address:
	     

	
	 FORMCHECKBOX 

	Employee
	Position:
	     
	Phone No.
	     

	
	 FORMCHECKBOX 

	Third Party
	Phone:
	     

	
	

	
	Lost Time Injury:
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 

	Date & Time Ceased Work:
	     
	      am / pm

	
	
	
	
	
	
	

	2
	DETAILS OF PERSON COMPLETING FORM (if the same as section 1, enter “As above”):

	
	Name:
	     
	Phone No:
	     

	
	Relationship to the injured person:
	     


	3
	INCIDENT DETAILS:

	
	Incident Date: 
	     
	Time: 
	     
	am/pm

	
	Reported to: 
	     
	Date: 
	     
	Time:
	     
	am/pm

	
	Where did the incident occur?
	Mildura Rural City Council property
	 FORMCHECKBOX 

	Other Location
	 FORMCHECKBOX 


	
	Where was the exact location
	     

	
	Did Emergency Services attend?
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	  Police   FORMCHECKBOX 
    Ambulance  FORMCHECKBOX 
    Fire Brigade  FORMCHECKBOX 


	
	What was the person doing at the time leading up to the incident?

	
	     


	
	Provide details of what happened & any injuries?  

	
	     


	
	Name of Witness/es:
	     

	Telephone No:




	
	Tick the box(es) that best describe the type of incident:

	
	 FORMCHECKBOX 

	Fall to same level
	 FORMCHECKBOX 

	Exposure to noise/pressure/vibration
	 FORMCHECKBOX 

	Exposure to cold/heat/radiation

	
	 FORMCHECKBOX 

	Fall to different level
	 FORMCHECKBOX 

	Sudden loud noise
	 FORMCHECKBOX 

	Exposure to chemicals, dust or gas

	
	 FORMCHECKBOX 

	Strike against/stepped on
	 FORMCHECKBOX 

	Lifting
	 FORMCHECKBOX 

	Biological exposure

	
	 FORMCHECKBOX 

	Hit by object
	 FORMCHECKBOX 

	Pushing
	 FORMCHECKBOX 

	Mental stress

	
	 FORMCHECKBOX 

	Hit against object
	 FORMCHECKBOX 

	Pulling
	 FORMCHECKBOX 

	Contact with vermin, insects, etc 

	
	 FORMCHECKBOX 

	Caught in/between object 
	 FORMCHECKBOX 

	Prolonged work in one position
	 FORMCHECKBOX 

	Other (please specify)

	
	 FORMCHECKBOX 

	Motor vehicle accident
	 FORMCHECKBOX 

	Stretching/over-reaching
	
	     

	
	 FORMCHECKBOX 

	Electric shock
	 FORMCHECKBOX 

	Twisting
	
	     

	
	 FORMCHECKBOX 

	Act of aggression by other person
	 FORMCHECKBOX 

	Prolonged repetitive movement
	
	     

	
	Tick the box(es) that best describe the weather at the time of the incident:

	
	 FORMCHECKBOX 

	Indoor Incident
	 FORMCHECKBOX 

	Outdoor Incident
	 FORMCHECKBOX 

	Temperature <30oC

	
	 FORMCHECKBOX 

	Sunny
	 FORMCHECKBOX 

	Raining
	 FORMCHECKBOX 

	Temperature >30oC

	
	 FORMCHECKBOX 

	Overcast
	 FORMCHECKBOX 

	Humid
	 FORMCHECKBOX 

	Other:

	
	 FORMCHECKBOX 

	Windy
	 FORMCHECKBOX 

	Dusty
	
	


	
	In your opinion, what was the cause of the incident?

	
	     


	
	In your opinion, what can be done to prevent this type of incident re-occurring?

	
	     



	4
	FIRST AID DETAILS:

	
	Name of person providing first aid:
	     
	Phone No:
	     

	
	Details of first aid treatment given:
	     


	5
	MEDICAL TREATMENT:

	
	Name of Doctor:
	     
	Date & Time:
	     
	      am / pm

	
	Name of Hospital:
	     
	Date & Time:
	     
	      am / pm


	6
	INJURY DETAILS:

	
	Body Injury Location:
	 FORMCHECKBOX 

	Left
	 FORMCHECKBOX 

	Right
	
	

	
	 FORMCHECKBOX 

	Head
	 FORMCHECKBOX 

	Arm
	 FORMCHECKBOX 

	Leg
	 FORMCHECKBOX 

	Internal System

	
	 FORMCHECKBOX 

	Eye
	 FORMCHECKBOX 

	Shoulder
	 FORMCHECKBOX 

	Knee
	 FORMCHECKBOX 

	Psychological

	
	 FORMCHECKBOX 

	Neck
	 FORMCHECKBOX 

	Elbow
	 FORMCHECKBOX 

	Ankle
	 FORMCHECKBOX 

	Other (please specify)

	
	 FORMCHECKBOX 

	Torso
	 FORMCHECKBOX 

	Wrist
	 FORMCHECKBOX 

	Foot
	
	     

	
	 FORMCHECKBOX 

	Back
	 FORMCHECKBOX 

	Hand
	 FORMCHECKBOX 

	Toe
	
	     

	
	 FORMCHECKBOX 

	Groin
	 FORMCHECKBOX 

	Finger/Thumb
	 FORMCHECKBOX 

	Multiple
	 FORMCHECKBOX 

	N/A

	
	
	
	
	
	
	
	
	

	
	Nature of injury:
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Sprain/Strain
	 FORMCHECKBOX 

	Abrasion/ Laceration
	 FORMCHECKBOX 

	Burn/Scald
	 FORMCHECKBOX 

	Bite – from insect

	
	 FORMCHECKBOX 

	Bruise/Swelling
	 FORMCHECKBOX 

	Puncture wound
	 FORMCHECKBOX 

	Electric Shock
	 FORMCHECKBOX 

	Bite – from animal

	
	 FORMCHECKBOX 

	Dislocation
	 FORMCHECKBOX 

	Foreign body
	 FORMCHECKBOX 

	Crush
	 FORMCHECKBOX 

	Bite – from human

	
	 FORMCHECKBOX 

	Concussion
	 FORMCHECKBOX 

	Amputation
	 FORMCHECKBOX 

	Allergic reaction
	 FORMCHECKBOX 

	Other (please specify)

	
	 FORMCHECKBOX 

	Deafness
	 FORMCHECKBOX 

	Fracture
	 FORMCHECKBOX 

	Infection/Infestation
	
	     


	7
	HAZARD DETAILS:

	
	What is the hazard?

	
	     


	
	What can be or has been done to eliminate or control the hazard?

	
	     



	8
	PROPERTY DAMAGE DETAILS:

	
	Name of Property Owner (if known):
	     
	Phone No:
	     

	
	Property Address:
	     

	
	Type of Property:
	     

	
	What is the exact location of the damaged property?
	     

	
	Estimated Cost of repairs:
	$      

	
	What were the weather conditions?
	     

	
	Give a detailed description of the damage:
	     

	
	     



	9
	ENVIRONMENTAL DAMAGE DETAILS:

	
	Specify the effect on the environment:
	     


	
	Who was directly affected? (if applicable)
	     


	
	Was the Environmental Protection Authority notified?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 

	Date & Time:

	
	Was Workcover Notified?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 

	Date & Time:

	
	Did you inform the Environmental Health Officer?
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 

	Date & Time:


	10
	YOUR SIGNATURE:
	
	DATE:
	     

	
	
	
	
	


	INVESTIGATION SECTION


	This section is to be completed by the Event Coordinator within 24 hours


	1
	CONTRIBUTION FACTORS:

	
	What do you consider were the main contributing factors to this incident/hazard? 

(More than one box may be ticked)

	
	Procedures:
	Work Environment:

	
	 FORMCHECKBOX 

	Employee not aware of correct procedure
	 FORMCHECKBOX 

	Inappropriate workplace design

	
	 FORMCHECKBOX 

	Employee was aware but failed to follow correct procedure
	 FORMCHECKBOX 

	Inappropriate task allocation (eg in RSI)

	
	 FORMCHECKBOX 

	Procedure followed, but was inappropriate to condition
	 FORMCHECKBOX 

	Poor housekeeping

	
	 FORMCHECKBOX 

	No formal procedure in place
	

	
	
	
	External Influence:

	
	
	
	 FORMCHECKBOX 

	Incident caused by another person or thing

	
	 FORMCHECKBOX 

	Weather conditions

	
	Equipment:
	

	
	 FORMCHECKBOX 

	Appropriate equipment available but not used 
	Training:

	
	 FORMCHECKBOX 

	Appropriate equipment not supplied
	 FORMCHECKBOX 

	Employee not adequately trained

	
	 FORMCHECKBOX 

	Equipment failure/malfunction
	 FORMCHECKBOX 

	Supervisor not adequately trained

	
	 FORMCHECKBOX 

	Equipment not properly repaired/maintained
	
	

	
	 FORMCHECKBOX 

	Equipment not use correctly
	Action by Employee:

	
	 FORMCHECKBOX 

	Equipment not appropriate for the task
	 FORMCHECKBOX 

	Employee performed unsafe act

	
	Provide details  (attach separate page if insufficient space here):

	
	     

	
	


	2
	RISK ASSESSMENT:


	
	
	
	Consequence

	1.
What is the Consequence of this happening? (1, 2, 3, 4, 5)
	     
	
	Likelihood
	
	1
	2
	3
	4
	5

	2.
What is the Likelihood of this happening? (A, B, C, D, E)
	     
	
	
	A
	M
	M
	H
	H
	E

	
	
	
	
	B
	L
	M
	M
	H
	E

	3.
On the matrix this equates to a Risk Factor of (L, M, H, E)?
	     
	
	
	C
	L
	L
	M
	H
	H

	
	
	
	
	D
	L
	L
	M
	M
	H

	
	
	
	
	E
	L
	L
	L
	M
	M


	Consequence


5
Catastrophic
Death, huge financial loss, irreversible damage


4
Major
Extensive injuries, major financial loss


3
Moderate
Medical treatment required, high financial loss


2
Minor
First aid treatment required, low financial loss


1
Negligible
Minor first aid, minimal financial loss
	Likelihood


A
Almost Certain
Will occur in most circumstances


B
Likely
Will probably occur in most circumstances


C
Possible
Might occur at some time


D
Unlikely
Could occur at some time


E
Rare
May occur in exceptional circumstances

	If required, refer to the full table of Risk Descriptors located in the Risk Matrix available on the Intranet


	E = Extreme Risk

Immediate action required – STOP WORK/TAG OUT
	H = High Risk

Senior management attention needed

	M = Moderate Risk

Management responsibility to be allocated
	L = Low Risk

Manage through usual/routine processes


	3
	RISK CONTROL:


	Risk Factor Rating:
	(Extreme, High, Moderate, Low)
	     


The Hierarchy of Control is a list of control measures, in priority order, that can be used to eliminate or minimise exposure to hazards.  Application of the Hierarchy of Control measures involves firstly assessing whether the risk/hazard can be eliminated.  Where this is not practicable, substitution should be considered.  If this is not practicable, consideration should be given to each of the other control measures – isolation, engineering controls, administrative control/safe work practices, and use of PPE – in turn, until a control measure or combination of control measures are identified which can achieve the required reduction in exposure.

	Safe Place

Safe Person
	1. Eliminate
	Remove risk from the process by eliminating the step in the process, or eliminating the hazard

	
	2. Substitute/Avoid
	Consider whether the process or activity is required, or whether another process or activity can be substituted (eg: use a water based paint)

	
	3. Isolation
	Removing or separating people from the source of the hazard.  Consider physical barriers such as fencing, barricading or distance.

	
	4. Engineering Control
	Changing the physical characteristics of plant or workplace to remove or reduce the risk (eg: machine guarding, using mechanical aids, reversing beepers, etc)

	
	5. Administrative Control
	Use of policies, procedures for safe work practices, signs, training, job rotation, etc. to control risk 

	
	6. Personal Protective Equipment (PPE)
	Employee is required to use/wear PPE (eg: safety glasses, gloves, hearing protection, red safety vest, hard helmet, safety boots, etc)


	Using the “Hierarchy of Control” above, what have you done to

eliminate the hazard/prevent this type of incident occurring again?

Please complete the questions below in full prior to developing your agreed corrective action/s:-

	1. Is Elimination of the risk/hazard possible?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	

	

	2. Is there a Substitution available that would eliminate the risk/hazard?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	 FORMCHECKBOX 
 N/A

	

	3. Is Isolation of the risk/hazard possible?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	 FORMCHECKBOX 
 N/A

	

	4. Is an Engineering Control of the risk/hazard possible?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	 FORMCHECKBOX 
 N/A

	

	5. Is an  Administrative Control available that would eliminate the risk/hazard?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	 FORMCHECKBOX 
 N/A

	

	6. Is PPE of the risk/hazard possible?
	 FORMCHECKBOX 
 Yes – How?
	 FORMCHECKBOX 
 No - Why not?
	 FORMCHECKBOX 
 N/A

	


	4
	CORRECTIVE ACTION/S:

	What action/s or control/s have been implemented/completed?

	

	Date Implemented:

	or
	
	

	If nothing has been done as yet, what will you do to eliminate the hazard / prevent this type of incident occurring again?

	

	

	Who will carry out this action?
	

	By when will the action be carried out?
	Date:
	     
	

	
	
	
	

	
	Consequence
(1, 2, 3, 4, 5)
	Likelihood
(A, B, C, D, E)
	Risk Factor
(Low, Moderate, High, Extreme)

	Risk Rating with Control/s in place
	
	
	

	
	
	
	

	If a Manual Handling incident, has a Manual Handling Hazard ID, Risk been completed?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Copy of Manual Handling Assessment attached?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


	5
	INVESTIGATOR’S SIGNATURE:

	
	Name:
	     
	Phone:
	     

	
	Signature:
	     
	Date:
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