[image: A logo with a star and text

AI-generated content may be incorrect.]Faulkner HR Solutions
Incident Report Form
Redesigning the Way Organizations Grow
[bookmark: _Hlk207657740]SECTION 1: Basic Information
	Incident Report Number:
	_______________________________________________________________________

	Date of Incident:    _______ / _______ / _________
	Time: ____________________ AM / PM

	Location of Incident:
	___________________________________________________________________________



SECTION 2: Incident Classification
Incident Type (Check all that apply):
☐ Injury / Illness	  	 ☐ Near Miss		   ☐ Unsafe Condition		   ☐ Property Damage
☐ Environmental Spill    	☐ Fire / Explosion   	   ☐ Other: _______________________
SECTION 3: Injured Person Information
	Name:
	

	Job Title:
	

	
	

	Department:
		

	Contact Phone:
	

	Email Address:
	



SECTION 4: Injury / Illness Details
Describe the injury/illness: _______________________________________________________________________
Body part(s) affected: _____________________________________________________________________________
PPE in use? ☐ Yes ☐ No    	Medical treatment provided? ☐ Yes ☐ No    
If yes, where? _________________________________________

OSHA Recordkeeping Criteria (Check all that apply):
	☐ Resulted in death
	☐ Loss of consciousness

	☐ Days away from work
	☐ Medical treatment beyond first aid


	☐ Significant injury/illness diagnosed by a physician
	☐ Restricted work or transfer to another job




	

	
SECTION 5: Incident Description
Describe how the incident occurred (include sequence of events, equipment involved, environmental conditions):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Was the affected area/equipment secured after the incident?      ☐ Yes ☐ No ☐ Not Applicable
If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SECTION 6: Name of Parties Involved and/or Witnesses
	










SECTION 7: Corrective Actions
	Immediate Corrective Actions
	Responsible Person
	Date Implemented
	Date Completed

	1.
	
	/           /
	/           /

	2.
	
	/           /
	/           /

	3.
	
	/           /
	/           /

	4.
	
	/           /
	/           /

	5.
	
	/           /
	/           /

	Recommendations for preventing recurrence

	1.  
2.  
3.  
4.  
5.  
6.  



SECTION 8: Communication
	Reported To (Name/Title):
	_________________________________________________________

	Date Reported:
	                  _________                            .



SECTION 9: OSHA Reporting Triggers (Internal Use Only)
☐ Fatality (Report to OSHA within 8 hours)
☐ In-patient hospitalization, amputation, or eye loss (Report within 24 hours)


SECTION 10: Signatures
	Employee/Reporting Individual:
	Signature: ____________________________________________   Date: ____________________

	Supervisor:
	Signature: ____________________________________________   Date: ____________________

	HR / Safety Officer:
	Signature: ____________________________________________   Date: ____________________



SECTION 11: Confidentiality and Contact
Medical information will be treated as confidential in accordance with OSHA regulations and applicable privacy laws.
For questions regarding this report or to submit updates, contact:
[HR/Safety Contact Name] – [Phone Number] – [Email Address]

Disclaimer: 
This form supports OSHA compliance but does not, by itself, fulfill all OSHA recordkeeping and reporting requirements. For full compliance, refer to 29 CFR 1904 and your organization’s workplace injury and illness policy. Consult your HR or safety officer for guidance.
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