Injury Report Form

Name: _____________________
Position: ___________________
Department: ________________
Date of accident: ________________
Time of accident: ________________

	Past Injury Record

	Please state specifically (if any):
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________


	Part of body injured  

□Head     □Eye     □Neck     □Arm     □Leg
□Others:_______________


	Type of incident

□Machinery operation     □Fall     □Electricity     □Burn
□Others:_______________


	What caused the accidents	

□Workplace Design     □Unsafe process or job methods     □Weather
□Lack of Training     □Lack of protective equipment 
□Others:_______________




Describe how the injury occurred (witness or injured person’s statement in details). 
[bookmark: _GoBack]____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How can a recurrence be prevented?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




_________________________           
Applied by                           
Date:                                



