INCIDENT REPORT

Immediate supervisor should complete this form promptly with worker input. Please submit

the incident report as soon as possible.

Company Name: Community Action Team, Inc. Dept:
Injured Worker: Job Title:

Location Where Injury Occurred:

Date of Injury: Time of Injury: OAMOPM

Type of Injury:
Treatment: O None O First Aid O Doctor Visit OHospital/Urgent Care

Witness(es):

Describe Incident/Injury:

Identify Cause (e.g. rule violation, work habit, etc.):

Caused by faulty Equipment? OYes O No

If yes, identify:

Did previous injury/condition of worker contribute? O Yes O No

If yes, explain:

If incident was caused by a person not employed by CAT, provide details for that person here:

Name: Phone:

Address:

Action taken to prevent similar occurrence:

Target date for completion of action:

Attach additional pages, if necessary.

Supervisor Signature: Date:
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