Accident / Assault Witness Report Form
	About Yourself

	Employee
	
	Contractor Staff
	
	Other
	
	

	
	
	
	
	
	
	

	Name
	
	Grade
	
	

	
	
	
	
	

	Did you report the accident/assault to anyone at the time?
	*Yes
	No
	

	

	If YES complete the section below:-

	Employee
	
	Contractor Staff
	
	Other
	
	

	
	
	
	
	
	
	

	Name
	
	Grade
	
	

	


	About The Accident/Assault

	When did the accident/assault occur?
	Time:
	
	
	
	
	Hrs
	Date:
	
	
	
	
	
	
	

	
	
	

	Where did the accident/assault occur?
	Department:
	

	
	
	(eg Fettle Shop)

	
	Location:
	

	
	
	(eg Heavy Welding Area)

	
	
	


	Name of person injured or assaulted
	


	Description of the accident/assault:-

	Describe what you saw and sign at the bottom, continue on a separate sheet as necessary (use sketches if applicable)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	Signature:
	
	Date:
	


Accident / Assault Report Form by Injured Person
	To be completed by the injured Person, or someone on their behalf; see Safety Manual, ‘Reporting & Investigating Accidents and Incidents’ for details.  Tick boxes where appropriate.  Complete all Sections.  Use block letters.  More copies of this form can be obtained from the Safety Manager.

NB All Accidents Must Be Reported to your Supervisor/Manager and Safety Manager

	
	
	
	

	Surname
	
	Forenames
	

	
	
	
	

	Grade
	
	Department
	

	
	
	
	

	National Insurance No
	
	
	
	
	
	
	
	
	

	
	

	Date of Accident
	
	
	
	
	
	
	Time of Accident
	
	
	
	
	Hrs


	Exact Location of
	

	Accident
	

	
	

	
	

	Part of body affected
	

	
	

	Nature of injury/ill health
	


	Full description of what happened:

	

	

	

	/cont overleaf if necessary


	If plant/equipment was involved give machine number
	

	
	

	If road vehicle involved, give registration number
	

	
	

	Was First Aid given?
	Yes
	
	
	By Whom?
	

	
	No
	
	
	

	
	
	
	
	

	Did you attend hospital?
	Yes
	
	
	If yes, were you detained in hospital
	Yes
	

	
	No
	
	
	more than 24 hours?
	No
	

	
	
	
	
	

	Did you/will you be Off
	Yes
	
	If yes, how many days do you  (
	Date of first day off
	
	
	
	
	
	

	Work due to this accident?
	No
	
	expect to be Off Work?
	Date returned to work
	
	
	
	
	
	

	
	
	
	
	

	Give names of person who witnessed the accident happen

	

	

	

	

	To whom did you first mention the accident?
	

	
	

	When did you do so?
	Time
	
	
	
	
	Hrs
	Date:
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rostered hours on day of incident
	From
	
	
	
	
	Hrs
	To:
	
	
	
	
	Hrs

	
	
	
	
	
	
	
	
	
	
	
	
	

	Meal/rest interval
	From
	
	
	
	
	Hrs
	To:
	
	
	
	
	Hrs


	Signature:
	
	Date:
	

	

	Ensure that you, or someone on your behalf fills in the Accident Book
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