15 Chelsea Road, Chelsea

 PO Box 159 CHELSEA  VIC  3196

Phone: 9776 1386  Fax: 9776 1174

Email: admin@longbeachplace.org.au

www.longbeachplace.org.au

Reg No: A0016717P 

Training Organisation ID: 3693

ABN: 29 756 088 003



ACCIDENT/INCIDENT REPORT FORM



Refer to accident/incident procedures



Personal Details (Please Print)

Casualty/Person involved in incident



Name :	____________________________________________________



Address	____________________________________________________



Reason for attendance: Please Tick Box

Student�Tutor�Staff�Volunteer�Visitor��������Telephone	________________�

ACCIDENT/INCIDENT DETAILS



Date of Accident/Incident:_________	Time of Accident/Incident:_________



Person reported to:______________	Person’s Position:_______________



TYPE OF ACCIDENT/INCIDENT Please Tick Box



SLIP/TRIP/FALL�ASSAULT�BURN�MANUAL HANDLING�CUT�VEHICLE���������

Other:_____________________________________________________________________



How did the Accident Happen?__________________________________________________��__________________________________________________________________________





What treatment was given?_____________________________________________________



___________________________________________________________________________





Yes�No�����������

Is this an aggravation of a previous injury?

Did the injury require medical attention?

If yes to above, was time lost at work?





Casualty/Person involved in incident		Signature:____________________	



						Date:	   ____/____/____



Witness: (please Print)___________________	Date:	   ____/____/____

Longbeach PLACE Inc.
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