
Accident/Incident Injury 
Report Form

Name:

Position: D.O.B.:

Address: Suburb:

State: Postcode: Phone:

Email:

Host:

Address: Suburb:

State: Postcode: Phone:

Contact: Phone:

Suburb:
State: Postcode:

Injured Person Details

Comments:

Date of 
Event:

     /      / Time of 
Event: am /pm

Notes:

Incident / Accident Details

Injured Person's Position

Address:

Details of first aid actions/treatments given/referrals made:

Description of Injuries

(Mark Injury Location with a circle)

Notes:

Host Employer Details

VisitorLabour Hire
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Accident/Incident Injury 
Report Form

Phone:
Phone:
Phone:
Phone:
Phone:
Phone:

Name: Position:
Phone: Completed on: Time:

Report Number:
Claim Number:

Actions
Was the injured worker instructed to seek further medical advice from a Doctor 
or other Medical Practitioner?

Yes No

Were there any witnesses to the event? Yes No

Witness Name:
Witness Name:

Have statements been taken from witnesses to the event? Yes No

Witness Name:
Witness Name:

Witness Name:
Witness Name:

Does corrective action need to be taken to prevent further incidents of this 
nature?

Yes No

Details of Corrective Actions Required:

Signature:

I confirm that the above information has been accurately recorded and I agree that it is correct.

Who will be responsible for implimenting corrective actions?

Declaration
Details of Person Completing this Form

Processed By:

Office Use Only
Date Form Received:
Date Form Processed:

I confirm that the injured worker named above has willingly chosen to/not to sign this form. 

Witness Name:

Witness Signature: Date:

Injured Worker Name:

Injured Worker Signature:                           
(Or reson refused to sign)

Date:
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