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Accident Investigation Form

After reporting your injury claim to ICW Group (as applicable), complete this form for your accident investigation records.

Report completed by D #
Title Date
Department
Report type O Death O Leostime © orvisit O Firstaid O nearmiss

O Employee D Supervisor (D Safetycommittee ) Safetymanager (O Other

Step 1: Injured employee (complete this part for each injured employee)

Employee name Area of body injured
Date of birth ]:hEys I:(T:I Head
Gender O Female O male  © nondisclosad h- |Face \ |j Meck
B i Shoulder ~ -
Job title | f Uppsr Back
Department II = ,_ﬁl%UPW‘“"“ i A I ‘I
a \ |
. p_ fl - |'.l.Eh""'I |".|]|:|I.Ioilvérbadc
Original hire date ,_| ft‘ ip | \ Wriae f| /1 | .\1 |:| »
Time in current job dul l'. é ':'l;'l-ﬂ'l Thmb ) l'. .‘ EF finger
Shift hours  Start End |- ke I l
Job category & Fultime O Parttime {10 Lowerkeg i)
\ | I Arkd
© seasonal @ Temporary 1| |'l|:| oot ch)_h_l?ﬂ To:
Injury description

Step 2: Incident description

Location occurred

Incident Date/Time Time reported

Part of workday & Regulartime D Overtime O Other (describe)
© Enteringwork © Leaving work
& onlunch/meal £ On bresk
PPE worn at time of incident

[ safetyglasses [ Hard hat [] Steeltoeshoes [ Other (describe)
[[] Safetygoagles [] Bump cap [] Slipresistance
[] Faceshield [] Respirator [] Fall protection

[ sound protection ] Welding hood [ cloves

Equipment involved
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