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                  Injured Person Incident Report

In the event any (non-employee) person reports an injury while at your facility, please obtain as much of the following information as possible.  Send us a copy as soon as possible and retain a copy for your records.
                                                                                         Date of injury: ____________ Time of day:_______ AM / PM
 Injured Person(s)


                Your Facility Information                                      
 Complete separate form for each injured person
     Name: _____________________________________                 Name: __________________________________________ 

    Address: ___________________________________                 Address: _________________________________________

    City: ________________State: ______Zip: _______                 City: ________________State: ______:Zip: ____________

    Phone (H): _____________Phone (W): __________                 Phone: _______________   Fax): _____________________
    Name of accident/health insurance company:                       Email: ___________________________________________
     ____________________________________________                Insurance Policy #: ________________________________
  Describe Nature And Severity of Injury (i.e. what did you observe? What were you told?)
  ______________________________________________________________________________________

  ______________________________________________________________________________________

  Witnesses To Injury or Incident Which Caused Injury 

     1.    Name: __________________________________             Phone (H): ____________ Phone (W): _________________ 

            Address: ________________________________              Relationship (if any)to injured person(s): _____________

            City: ______________State: ______Zip: ______              __________________________________________________ 

    2.   Name: ___________________________________            Phone (H): ____________Phone (W): __________________

            Address:_________________________________             Relationship (if any)to injured person(s): _____________

            City: ______________State: ______Zip: ______              ___________________________________________________ 

  Describe What Caused This Injury (ie. how did this injury happen?)

   ______________________________________________________________________________________

   ______________________________________________________________________________________    

           Remember to take photographs of what you were told caused the injury (if applicable)

   Today’s date: ______________                Person completing this report: _______________________________

FAX THIS COMPLETED FORM IMMEDIATELY TO: (978) 454-8740
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