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ACCIDENT / INCIDENT REPORT FORM (AIR FORM)
NOTE: This form is only to aid you at the time of the Incident. It MUST then be completed on the Online Accident/Incident recording system by a Line Manager/Authorised person.


	ALL fields MUST be completed unless stated

	SECTION A

	WAS ANYONE INJURED?     YES   ☐     NO   ☐
(If Yes please complete below, if No please advance to Section B)

	FULL NAME OF INJURED PERSON:
(if employee number is available please insert below along with full name then advance to Section B)

EMPLOYEE NO:
	STATUS OF INJURED PERSON:

	
	EMPLOYEE
	☐

	
	MEMBER OF THE PUBLIC
	☐

	
	SCHOOL PUPIL
	☐

	DATE OF BIRTH: 
	CARE SERVICE USER
	☐

	HOME ADDRESS: (If available)



	CONTRACTOR
	☐

	
	VISITOR
	☐

	
	AGENCY
	☐

	
	COUNCILLOR
	☐

	
	TENANT
	☐

	CONTACT NUMBER: (If available)

	WORK EXPERIENCE / TRAINEE
	☐

	SECTION B

	INCIDENT DATE:
	INCIDENT TIME (24 Hour Format):

	INCIDENT CAUSE: (e.g.Slip, trip or fall, Physically/Verbally Assaulted, Lifting/Handing or Carrying an object etc)


	INCIDENT LOCATION: (e.g name the school, care home, admin building, out in the community etc)

	WHERE SPECIFICALLY DID IT HAPPEN: 
(e.g. Kitchen, Hall, Name of Road etc)


	DESCRIBE WHAT HAPPENED:




	WEATHER CONDITIONS:   Fog     Snow     Wet     Ice     Sun     Wind     Other (Please Specify):

	INJURY SUSTAINED: (e.g. Fracture, Bruise, Cut etc)

	BODY PART INJURED: (e.g. Leg, Arm, Finger, Head)


	WAS FIRST AID DELIVERED: 
YES   ☐     NO   ☐
NAME OF PERSON WHO DELIVERED FIRST AID:
__________________________________
TYPE OF FIRST AID DELIVERED: (e.g. Cold Compress
Applied):  _________________________________
DID THE INJURED PERSON VISIT HOSPITAL FROM THE SCENE OF THE INCIDENT:       YES   ☐       NO   ☐
	COMPLETE FOR EMPLOYEE INCIDENTS ONLY:
DID THE INJURED PERSON LOSE TIME OFF WORK?
(If yes please specify number of days absence)
YES   ☐    NO   ☐
DAYS ABSENT: _______

	WERE CONTROL MEASURES IN PLACE?   
YES  ☐  NO  ☐  (If yes please give details below e.g. Risk Assessments, Safe Systems of Work (SSW), Supervision)




	HAVE NEW MEASURES BEEN PUT IN PLACE TO PREVENT A REOCCURRENCE/ REDUCE THE RISK?
YES   ☐  NO   ☐    (If yes please give details below e.g. Amendments to working practices etc)




	PLEASE USE THE FOLLOWING CHECKLIST WHERE APPROPRIATE TO ENSURE YOU HAVE INFORMED ALL RELEVANT PARTIES:

	CSSIW
	YES
	☐
	NO
	☐
	N/A
	☐
	DATE:
	

	FIRE AUTHORITY         
	YES
	☐
	NO
	☐
	N/A
	☐
	DATE:
	

	POLICE
	YES
	☐
	NO
	☐
	N/A
	☐
	DATE:
	

	PARENT/GUARDIAN  
	YES
	☐
	NO
	☐
	N/A
	☐
	DATE:
	

	OCC HEALTH REFERRAL
	YES
	☐
	NO
	☐
	N/A
	☐
	DATE:
	

	WERE THERE ANY WITNESSES?      YES   ☐     NO   ☐       (If yes please give details below)
e.g. Name (and Employee Number if witness is an employee), address, telephone number 



	If you are not the injured person’s Line Manager, please ensure they are informed of this Accident / Incident
Line Manager / Authorised person: Please record this incident on the following link:
 http://dollar:9000/Welcome.aspx
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