
501 Lewis Ave, (PO Box 376) Gold Bar, WA 98251 360-793-1335 or 360-793-0909 Fax 360-793-8998

Accident Report Form Injury

Name:________________________________________________________________ 

Position: _________________________________________________________________________________________

Date: ____ / ____ / ________

Exact Time of incident: _________________________________________________ Date: ____ / ____ / ________

Location where accident occurred: ______________________________________________________________

Name of person to whom this accident was reported: _____________________________________________

Time reported: __________________   Date: ____ / ____ / ________

Name(s) of witnesses: ____________________________________________________________________________

Estimated damage: Fire Department Property: $ _______________  Personal Property: $ _______________ 

Summarize what happened: ______________________________________________________________________

Explain in detail: What part of the body was injured, be specifi c: ____________________________________

What could have been done to avoid this incident?: ______________________________________________

Firefi ghter’s Signature: __________________________________________________ Date: ____ / ____ / ________

Signature of person receiving report: ___________________________________  Date: ____ / ____ / ________

Incident Command Signature: _________________________________________  Date: ____ / ____ / ________

Safety Offi cer Signature: _______________________________________________  Date: ____ / ____ / ________

This form is to be returned to the Safety Officer within 48 hours of the Incident.
NOTICE:

Indicate if this was an original injury or a reinjury: ___________________________________________________

If reinjury, when and where was previous injury?: ___________________________________________________

Who was employer: _________________________________________ Claim number: ______________________

Whom did you see__________________________________________ Offi ce/Hospital: ______________________


