
 

 
INCIDENT REPORT FORM 

 
COMPANY ________________________________ 
 
DATE AND TIME OF INCIDENT: 
 ____________________________________________________________ 
 
CLIENT AND LOCATION: 
 ____________________________________________________________ 
 
WHO AND WHEN REPORTED: 
 ____________________________________________________________ 
 
WHO WAS INVOLVED?: 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 
WHAT HAPPENED/DESCRIBE INCIDENT: 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 
WITNESSES TO INCIDENT: 
 ____________________________________________________________ 
 ____________________________________________________________ 
 ____________________________________________________________ 
 
FORM PREPARED BY: 
 ____________________________________________________________ 
 
FORM REVIEWED BY: 
 ____________________________________________________________ 
 
FOLLOW-UP ACTIONS: 

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________ 
 
Date: 
 
Sign: 


