[image: image1.jpg]i

VICTORIA

UNIVERSITY OF WELLINGTON




ACCIDENT / INCIDENT REPORT
When completed send this form either by email to safety@vuw.ac.nz or

Send to Campus Safety, Level 3, 6 Waiteata Road, Kelburn
The person who had the accident/incident should complete part A of this form within 12 hours of the accident/incident and pass to their manager for completion of part B.  If they are unable to do so, their manager or colleague should complete the relevant details.
	Part A  
	Information About the Person Who Had the Accident / Incident
	

	Name:_________________________________________          Staff / Student / Visitor / Contractor / Child  (Please circle one)   


Faculty / School / CSU:___________________________         Job Title:_________________________________________

Contact Telephone:  Work:__________________Mobile_________________________Home_________________________



	When Did the Accident / Incident Happen ?
Date:                                                                                                                                  Time:


	Where Did the Accident / Incident Happen ?

Location:

  Building, room number, area, sketch over if required


	What Happened ?

Description: 
 Include details of any object, machine or substance involved,

continue over if required                                                                                                                                 Work Related          Yes   /   No


	What Injury or Injuries Were Sustained ?
Body Part Injured (Please indicate which side of the body e.g. right or left)
Type of Injury:

	What Treatment Was Received ?

	
	Source:
First Aid

Student Health

Physiotherapy

Massage therapy

OHN

Doctor (GP)

Hospital

Other
	Tick
	Follow Up Treatment:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Declaration:  The above report provides a true, accurate and complete account of the accident / incident.

________________________________                  ____________________________                                ________________
Name (please print                                                               Signature                                                                                 Date
 


Manager to Complete
	Part B
	Manager’s Preliminary Investigation

	What (in your opinion) were the causative factors of this accident / incident? 

	How can this accident / incident be prevented from recurring ?

Days (expected) absent from work?


	________________________________                  ____________________________                                ________________
Name (please print                                                               Signature                                                                                 Date


	Name of person who had incident / accident:  _______________________________________________________

Write / sketch any additional details here.




Health and Safety Unit Use
	New Hazard Identified:   Yes           No

Significant                       Yes           No

Eliminated                   Isolated                     Minimised

Has OSH Been advised                            Yes         No.

Further Report / Investigation required     Yes         No


	Action Summary:
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