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IINNCCIIDDEENNTT  RREEPPOORRTT  

 
 

Employee’s Name:  __________________________________ Today’s Date:  ____________________ 
 
Manager’s Name:  ___________________________________ Date of the Incident:  _______________ 
 
Statement made by:  _________________________________ 
 
INCIDENT DETAILS 
 
What happened?  On DATE/TIME the following occurred: 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Who witnessed the event?   _____________________________________________________________ 
 
 
Location of incident?  __________________________________________________________________ 
 
 
Was a Company policy violated?      Yes     No 
 
 
If “Yes,” which policy was violated?  _______________________________________________________ 
 
 
Were any tools, equipment, or vehicles involved?    Yes     No 
 
 
If “Yes,” specify the Piece of Equipment Fleet Number:  ________________________________________ 


