St John’s Community Care Ltd

EMPLOYEE INCIDENT / ACCIDENT REPORT

To be completed by all members of staff who are involved in an incident/accident whilst at work.

Completion of this form does not constitute a claim for Worker’s Compensation.

Please complete and forward without delay to the WH&SO initially, then the Manager

CONSIDER WHETHER A CLIENT CRITICAL INCIDENT REPORT IS REQUIRED AS WELL
PERSONAL DATA - Details of injured person or principal person involved:
Surname
Given Names


Address



Postcode


Basis of employment

	Full time
	· 
	PROGRAM OR SERVICE

	
	
	

	Part time
	· 
	Administration
	· 
	Support Worker
	· 
	Self-employed

(Incl contractors & sub-contractors)
	·  

	
	
	Volunteer
	· 
	Visitor
	· 
	
	· 

	Casual
	· 
	Other
	· 
	Driver
	· 
	
	


TYPE OF INCIDENT/ACCIDENT

	(
	Work related injury
	(
	Property damage

	(
	Work-caused illness
	(
	Security issue

	(
	Serious bodily injury
	(
	Fire

	(
	Motor vehicle
	(
	Notification only (returned to work)

	(
	Fatality
	(
	Dangerous event


INCIDENT/ACCIDENT DETAILS
Where did the incident/accident occur?


(Room, area, street name & number, location, suburb)

Date
    Time


What type of incident/accident? (eg ‘motor vehicle, ‘slipped on wet floor’)


Describe your injuries in simple terms


(to be completed by/for the injured person)

What exactly were you doing at the time of the incident/accident?


(Lifting client, mopping floor, driving?)

What (in your opinion) caused the incident/accident?


List any person(s) witness to the incident/accident:

Name
Address


Name
Address


	Was a motor vehicle involved?
	Yes
	· 
	No
	· 


(If yes give details)


Registration No/s


Registered owner/s of vehicle/s


Name of client being assisted at time of incident/accident


Time shift began with the client


Duties being performed for client


	Did you report the incident/accident to the Manager?
	Yes
	· 
	No
	· 


Date reported
Time


	Did you go off duty after the incident/accident?
	Yes
	· 
	No
	· 


	Is this a recurrence of a previous injury?
	Yes
	· 
	No
	· 


	Did you receive medical attention?
	Yes
	· 
	No
	· 


If ‘yes’ Doctor’s name
     Date examined


(Signature of Employee)                                                  (Date)

WORKPLACE HEALTH & SAFETY OFFICERS’ REPORT

Risk Assessment carried out and documented:   YES / NO  (If NO, why not?) 

…………………………………………………………………………………………………………..

Control measures in place and documented:    YES / NO   (If YES, what measures?)

…………………………………………………………………………………………………………..

Monitoring / Review measures implemented and documented:    YES / NO   (If NO, why not?)

………………………………………………………………………………………………………….

………………………………………….                                      …………………………….

(Signature of WH&SO)                                                                  (Date)

MANAGER’S REPORT

Comments on the cause and nature of the incident/accident.


What action has been taken to prevent a recurrence?



DOES THIS INCIDENT/ACCIDENT NEED TO BE REPORTED TO WORKCOVER ?
DOES THIS INCIDENT/ACCIDENT NEED TO BE REPORTED TO DIVISION OF WH&S ?

                               ……………………………….

(Signature of Manager)
                         (Date)
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