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Incident / Near-Miss Report Form
	Type of Report:      FORMCHECKBOX 
Incident          FORMCHECKBOX 
Near-Miss
	Date of Report:

	Date of Incident/Near-Miss:
	Time of Incident/Near-Miss:                            am / pm

	Employee Involved:
	Reported by:

	Department:
	Department:

	Job Title:
	Job Title:


	Incident/Near-Miss Resulted in:   FORMCHECKBOX 
Minor Injury (first aid only)    FORMCHECKBOX 
Policy Violation    FORMCHECKBOX 
Equipment Damage

	Description of Injury:                                                                                                                                         FORMCHECKBOX 
N/A

	Description of Policy Violation:                                                                                                                          FORMCHECKBOX 
N/A

	Description of Equipment Damage:                                                                                                                  FORMCHECKBOX 
N/A


     Describe incident fully – Include any equipment, materials, or conditions that were involved

	

	

	

	

	

	

	


	Root Cause:

	


     Employee/Supervisor Recommendations for Corrective Action

	

	

	

	


	Final Corrective Action:

	


     Safety Committee Recommendations

	

	

	

	


                                                                                                                                ___________________________

                                                                                                                                                                          Signature of Management Representative

                                                                                                                                                                            __________________________________

                                                                                                                                                                          Date

