[bookmark: _GoBack]DISTRICT 1199C TRAINING & UPGRADING FUND
INCIDENT REPORT
 
Name: ____________________________________________________________________________________
Address:__________________________________________________________________________________
Phone: __________________	Work__________________		Cell___________________________
DOB: ____________________ 	SS #_________________________________________________________
Emergency Contact: ________________________________________________________________________
Phone #: ________________________	Relationship___________________________________________
Date of injury/incident: _______________ Time of injury/incident: _________________________________
Are you a student, instructor, staff person, visitor? ______________________________________________
Who did the injured person or witness report the injury/incident to? __________________________________________________________________________________________
Person’s Title/Position: ________________________	Date Reported:_____________________________
Witnesses to the injury/incident: 	Yes_____	No_____
Names of witnesses: _________________________________________Phone: __________________________
                                   _________________________________________ Phone: _________________________
                                   _________________________________________ Phone: _________________________

	Were you injured? Yes______No_____ (If yes, what area(s) on your body is/are injured?
(Please be specific-e.g. right hand index finger, left knee, etc.)






What were you doing prior to the injury/incident? _______________________________________________

Where did the incident happen? ______________________________________________________________











	Detailed description of the injury/incident:















	Please read and sign below:
I _______________________________________, state that all information above is true and accurate to best of my knowledge.

Injured Person’s Signature__________________________________ Date: _________
Copy given to: ____________________________________________Date__________
Please make two copies, give one to the manager of the department, the person who signed above and the original is given to Human Resources.

	



To be completed by staff: 
Who was contacted? ____________________________________	(Emergency, fire rescue, etc.)
Name of person___________________________________	Badge#______________________________
Was the person taken to the hospital? Yes_____	No____
Name of the Hospital:______________________________-_________________________________________
Will this injury/incident be filed with Workers Compensation?  Yes_____	No_____
__________________________________________________________________________________________
Do not write below this line
Human Resources Only
Human Resources notified of injury/incident on ________________________by ______________________
Witness(s) contacted? Yes______	No______

Initials: ______
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