
   

 
 

INCIDE NT O NLY  RE POR T  
 
This form should be used for industrial incidents where no medical treatment or benefits are being sought.  
A copy of this report should be maintained for record keeping purposes. 
 

 
Employer: __________________________________________________________________________________ 
 
Address: ___________________________________________________________________________________ 
 
Phone #: ________________________________    Contact: __________________________________________ 

 

 
Name of Injured Worker: _____________________________________________________________________ 
 
Social Security #: ______________________________   Date of Birth: ________________________________ 
 
Employee 
Mailing Address: ___________________________________________  Phone #: ________________________ 
 
Date of Injury: _________________________________   Time of Injury: ______________________________ 
 
Date Employer Notified of Incident: _________________ Body Part Injured: _____________________________ 
 
Occupation: ______________________________________ Date of Hire: ______________________________ 
(If employee is a Volunteer – please provide the date employee began working as a Volunteer) 
 

Salary: ______________________________     ⁯weekly    ⁯bi-weekly    ⁯monthly    ⁯yearly 
 
Description of Accident: ______________________________________________________________________ 
 
__________________________________________________________________________________________ 

 

 
Reported to:  ______________________________________________Date/Time: ___________________ 
 
Witnesses: ____________________________________________________________________ 

 

 
Comments: _________________________________________________________________________________________ 
 
___________________________________________________________________________________________________  
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