
	This form must be completed for all accidents, near misses (reportable diseases, dangerous occurrences) and physical/verbal assault occurring on the premises.  This should then be sent/reported to Lesley Beeley


1
Details of injured person 






Mandatory sections are marked *
	Title        
	Surname*:      
	
	Forename*: 
	Age/DOB*:      
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	Address:
	
	
	Postcode: 

	
	Contact Telephone Number      

	
	Employees only : Status*: Please select person type and complete relevant boxes

	CHAMP Employee:
	 FORMCHECKBOX 

	
	Job title: 
	

	
	Non employees only : Status*: Please select person type and complete relevant boxes

	Contractor / Consultant
	 FORMCHECKBOX 

	Member of the Public:
	X

	Young Person:
	X
	Service User/Client:
	 FORMCHECKBOX 

	Please state group name - 

	Other (Please State):      
	
	


2
Accident/incident detail

	Date*: 
	Time*: 
	

	Location*:  Inside x  Outside FORMCHECKBOX 

	Sub location*: e.g. car park, sports hall, kitchen
	

	Briefly describe incident and apparent cause, including events leading up to the incident, any equipment and PPE being used, assailant details etc. please continue on additional sheet if necessary: *
(if other people involved, please list names and ages)
     
Injury type and body area affected:


	What immediate action was taken to make the area safe/remove hazard (for example spillage cleared up and warning signs displayed)? If no action was taken at the time please state none *      


3. Assailant detail – if a violent or aggressive incident:

	Surname*:      
	Forename*: 
	Age/DOB*:      
	M  FORMCHECKBOX 
 F  FORMCHECKBOX 


	Address:
	
	Postcode: 

	Description;      

	Status*: Please state person type i.e. younger person/service user/member of the publicetc:



4. Additional information
	Did the Injured Person become unconscious * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 or Need resuscitation * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Was any First Aid treatment given? * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes above, what treatment? * 
Was treatment carried out by a person competent to give first aid treatment? * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Not  Known  FORMCHECKBOX 

If Yes By Whom? 
Did Emergency Services attend? * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  If yes, which one(s) attended? *      

	Did the injured person go to hospital following the incident? * Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
  

If yes which one*:              

Was the injured person detained in hospital for more than 24 hours? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
  Not  Known  FORMCHECKBOX 
 



	If the injured person is an employee, did they return to work following the incident? *
Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

If no, are they likely to be off work for more than 3 days? * Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	Total absence if known:      

	Were there any witnesses? * Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  (please give names of witnesses and attach witness statements if available) 

1.                                                                           Contact number.      
2.                                                                           Contact number.      


	What action has been taken to prevent re-occurrence? * E.G. Refresher training, staff briefing, procedural review. 

     

	Additional / follow up information: Please give details of guarding systems or other safety features/ hazard controls in place before the incident and any obvious deficiencies. (Including what if any personal protective equipment was provided / worn, what training had been given). 

     



       Signed:                                                                                                   Date:
Accident/Incident Report Form V2
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