
Witness Statement

PART A:
EMPLOYEE INFORMATION

	Injured Employee’s Name:

     
	Department:

     

	Date (dd/mm/yyyy):

     
	Time of Accident:

     


PART B:
WITNESS INFORMATION

To be completed by witness

	Name:

     
	Telephone No.:

     

	Is the witness an employee of the resort?

     
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Are you aware of an injury to the above employee?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Did you see the occurrence?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Were you working with the employee at the time of injury?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Please state where the injury occurred (place / location)      

	

	Who was present at the time of the incident?

     

	


PART C:
DETAILED INFORMATION

	Explain in detail what you witnessed:      

	

	

	

	

	

	

	

	

	


I declare that all the information, provided on this report, is accurate and true.

	
	
	

	Witness’ Signature
	
	Date Form Completed


Distribution:

 FORMCHECKBOX 
   Claims Department
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