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Accident Report Form
Employee Information
	 Full Name:
	Phone Number: 

	 Home Address:
	 Email:

	 Date of Birth:
	 Employment Date:

	 Department:
	 Position:


Accident Details
	 Accident Date:
	 Accident Time: 

	 Accident Location:

	 Accident Description (attach more sheets to this report if necessary):




	 Were there any witnesses?                 
	 ☐ Yes ☐ No
	 If yes, attach witness information to this report.

	 Did the victim sustain an injury?    
	 ☐ Yes ☐ No
	 Did the victim receive medical attention?    
	 ☐ Yes ☐ No

	 Is the employee on work restrictions?    
	 ☐ Yes ☐ No
	 Work restriction end date (if applicable):

	 Injury Description:



	 Reported By:
	 Report Date:

	 Signature:



Please attach relevant photos of the accident scene, injuries, etc. to this report.
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