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	What type of event are you reporting?

_____ Alarm Activation   _____ Property Damage   _____Robbery/Theft   _____Vehicle Accident   _____Power Outage

_____ Injury (with professional medical treatment)   _____ Injury (no medical treatment or in-house 1st aid only)

_____ Disturbance (describe below)   _____ Other (_____________________________________________________)

	Who was involved?
_____ Goodwill Employee   _____ Visitor   _____ Community Service Participant   _____Other Program Participant

_____ Customer (Circle: Adult or Child)   _____ Other (Describe:__________________________________________)

Full Name of Injured: ________________________________________________________   Male_____   Female _____

Home Address: ______________________________   City_________________________   State ______   Zip ________

Date of Birth: ______________________   Phone (home)____________________   Phone (cell)____________________

If employee, include the worksite_____________________________________   Date of Hire______________________

	Describe in detail what happened. _____ Additional Supplemental Incident Statement Form Attached

Where and when did it occur?
Facility and Department: 
   Phone:____________________

Location of incident (office/parking lot/retail, etc.) Be specific: 

Date of incident:___________ Time:________ a.m. or p.m.   Date 1st reported:___________ Time:________ a.m. or p.m. 

Reported to:
   Was 1st aid administered at facility? _____Yes   _____No

Did the injured person request additional medical care? _____Yes   _____No   Was it offered? _____Yes   _____No

Where were they sent for additional medical treatment? (Hospital or clinic name) 

(Address and Phone)

Transported by: _____Personal Vehicle   _____Ambulance   _____Agency Vehicle

	Witnesses: For each witness, list their name and phone number:

Witness # 1:
   Witness Statement Given? ___Yes   ___ No

Witness # 2:
   Witness Statement Given? ___Yes   ___ No

Witness # 3:
   Witness Statement Given? ___Yes   ___ No

	Photos or video available? _____Yes   _____No

	Authorities Notified:
Check if any of the following agencies were notified: _____Police   _____Fire   _____Ambulance/Paramedics
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	Type of injury (check all that apply)

	___   Abrasion/Scratch

___   Allergic Reaction

___   Amputation

___   Asphyxiation

___   Bruise/Contusion
	___   Concussion

___   Crushing

___   Cut/Laceration

___   Dislocation

___   Electric Shock
	___   Fracture

___   Poisoning

___   Puncture

___   Scald/Burn

___   Sprain/Strain
	___   No physical injury


(explain below)


___   Medical 


(explain below)

	___   Other: (explain)


	Parts of the body injury (check all that apply and indicate R (right) or L (left) side)

	___   Abdomen
R or L

___   Ankle
R or L

___   Arm
R or L

___   Back 
R or L

___   Calf/Shin
R or L
	___   Ear
R or L

___   Elbow 
R or L

___   Eye 
R or L

___   Face 
R or L

___   Finger 
R or L

___   Foot 
R or L
	___   Hand 
R or L

___   Head 
R or L

___   Knee 
R or L

___   Mouth 
R or L

___   Neck 
R or L

___   Nose 
R or L
	___   Shoulder 
R or L

___   Thigh 
R or L

___   Thumb 
R or L

___   Toes 
R or L

___   Tooth 
R or L

___   Wrist 
R or L

	How the injury occurred (check all that apply)

	___   Lifting

___   Carrying

___   Pushing/Pulling

___   Struck against or by

___   Caught in/Caught by
	___   Fall from same level

___   Fall from elevation

___   Slipped/Tripped

___   Extreme heat or cold

___   Fire/Explosion
	___   Motor vehicle accident

___   Operating machinery

___   Electrocution

___   Inhalation/Ingestion/Absorption

___   Violence:


	Property Damage (check all that apply)

	___   No damage

___   Mechanical failure

___   Weather related
	___   Collision/Collapse

___   Motor vehicle

___   Repairs done in-house
	___   Fire/Explosion/Lightning

___   Chemical leak or spill

___   Un-repairable/Need assistance
	___   Water

___   Breakage

	___   Other: specify


	Was the employee wearing the required safety equipment? ___Yes   ___No   ___Not Applicable

	What contributed to or caused the accident? (Note: “Carelessness” is not a definable quality and can not be accepted as a cause of accident.) Be specific. Attached supplemental incident statement form, if necessary.

	Was a disability a contributing factor in this accident? ___Yes   ___No   If yes, please explain 





	What measures were taken to prevent reoccurrence? (i.e., Change of condition(s), follow procedures(s), change of procedures(s), retaining, re-engineering, etc.) Attach supplemental incident statement form, if necessary.

Management staff on duty:
(Signature)   Date:_____________________
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	To be completed by the injured person:
Do you feel you need medical treatment?  ___Yes   ___No   Were you offered medical treatment?  ___Yes   ___No

Do you agree with the information and statements in this report?  ___Yes   ___No

Employee / Non-Employee Signature:
   Date:____________________

                (Circle One)

	To be completed by the director of facilities:

	
___   CEO/President

___   Director of Contracts  
	___   Director of Human Resources
___   Area Manager
	___   Transp/Facilities Supervisor 

___   Director of Career Services 

	
___   Director of Retail 
	Other(s):


	
	
	

	
	

	


	
	Signature
	Date

	Reviewed/Revised:  6/07, 3/10, 6/11, 3/13

Policy: 5.02, 14.05, 14.07,14.11, 14.13, 14.24, 14.25, 15.07, 15.14, 15.20, 16.04, 17.41, 21.08


