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ACCIDENT/INCIDENT/NEAR-MISS REPORT FORM

You can scan this form when completed and send to safety@aston.ac.uk
PART A
INFORMATION ABOUT INCIDENT
	SECTION 1:  DETAILS OF INCIDENT

	Injury   FORMCHECKBOX 

	Ill-health  FORMCHECKBOX 

	Damage only   FORMCHECKBOX 

	Near miss / unsafe condition    FORMCHECKBOX 

	Other    FORMCHECKBOX 


	Date ________
	Time  __________

(24-hour clock)
	Location (eg Main Building, Room 99, Workshop)



	Describe how the incident occurred:  (use a separate sheet if necessary)




	SECTION 2:  DETAILS OF INJURED PERSON (If more than one, complete on a separate sheet)

	                                                                                                                                              DD/MM/YYYY
First Name                                      Family Name                                                D.O.B.

	Home Address and contact number:


	Staff   FORMCHECKBOX 
         Contractor   FORMCHECKBOX 

Staff/Student Number:
	Visitor   FORMCHECKBOX 

	UG Student   FORMCHECKBOX 

	PG Student   FORMCHECKBOX 

	Visiting Student   FORMCHECKBOX 



	School/Support Area: L
	Occupation:L

	Hours worked on day of incident:L
	From:l
	To:l
	(24-hour clock)L

	Describe type and position of injury:  (eg left leg bruised, cut to right index finger etc)



	SECTION 3:  DETAILS OF WITNESS(ES)

	Name & Contact Details of any witness(es):




	SECTION 4:  DETAILS OF TREATMENT

	Details of treatment received: (eg wound cleaned with non-alcohol wipe and sterile dressing applied)


	First Aider   FORMCHECKBOX 
 Name:

	Hospital   FORMCHECKBOX 
   GP   FORMCHECKBOX 
   Self-treatment   FORMCHECKBOX 
   None required   FORMCHECKBOX 



	Please tick if you think the IP will be absent for at least 7 days due to their injury                   FORMCHECKBOX 




	SECTION 5:  PERSON COMPLETING PART A

	Name:
	Date:


	Staff Number:
	Contact Number:



PART B
INFORMATION ABOUT THE INVESTIGATION
	SECTION 6:  CAUSE OF ACCIDENT/INCIDENT/NEAR-MISS

	


	SECTION 7:  ACTIONS TAKEN FOLLOWING INCIDENT

	Immediate actions taken to remove hazard(s):



	Have you reviewed the risk assessment following this incident/accident   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



	Long term actions needed to prevent recurrence:

	ACTION
	DATE COMPLETED
	INITIALS

	
	
	

	
	

	SECTION 8:  PERSON COMPLETING PART B

	Name:
	Date:


	Staff Number:
	Contact Number:



	FOR HSU USE ONLY

	SECTION 9:  TYPE OF INCIDENT


	 FORMCHECKBOX 
 Hit by moving or flying object
	 FORMCHECKBOX 
 Contact with moving machinery or material being machined

	 FORMCHECKBOX 
 Struck by moving vehicle
	 FORMCHECKBOX 
 Stepping on or striking against objects

	 FORMCHECKBOX 
 Drowning or asphyxiation
	 FORMCHECKBOX 
 Trapped by something collapsing or overturning

	 FORMCHECKBOX 
 Exposure to an explosion
	 FORMCHECKBOX 
 Exposure or contact with a hazardous substance

	 FORMCHECKBOX 
 Exposure to fire
	 FORMCHECKBOX 
 Contact with electricity or electrical discharge

	 FORMCHECKBOX 
 Injured while manual handling
	 FORMCHECKBOX 
 Contact with a sharp edge

	 FORMCHECKBOX 
 Injured by an animal
	 FORMCHECKBOX 
 Violent incident

	 FORMCHECKBOX 
 Slip, trip or fall on same level
	 FORMCHECKBOX 
 Slip, trip or fall on stairs

	 FORMCHECKBOX 
 Reportable diseases
	 FORMCHECKBOX 
 Contact with hot/cold surface

	 FORMCHECKBOX 
 Fall from height ( ______ metres) 
	 FORMCHECKBOX 
 Hand tools

	 FORMCHECKBOX 
 Other  ______________ (specify)
	 FORMCHECKBOX 
 No injury incident

	 FORMCHECKBOX 
 Sports injury
	

	RIDDOR?      Yes / No 
	F2508 Reference _______________     Date ___________
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