Securis Insurance Pool, Inc.

Incident Report Form

Complete for minor incidents and submit to supervisor within 24 hours from notice of accident.
Incident reports are retained by the fire district office and are not reported to Securis as notice of claim.
Report claims directly to Securis 888.601.0144. Fatalities must be reported immediately.

EMPLOYEE INFO Name: SS#: Date of Birth:
Home Address: City: State: Zip: Home Phone:
District:
Department: Job Title: Cell Phone:
Sex: [ |Male []Female Marital Status: [1Single []Married [|Divorced [JWidowed Dependents: [ | Yes [JNo
Date of Hire: Reg. Shift:  From OAv OPv To OAm OPM Pre-employment Physical Completed : [ [Yes [ INo
Employment: [ JFull-Time [“IPart-Time []Seasonal [ |Intermittent  Months: []10 []12 [[JOther = Wage: $.100.00 [ lhr ["Jwk [Imth
ACCIDENT INFO Date of Injury/lliness: Time of Event: COam [ pm Fatality: [IYES Cno
Location Description (i.e. parking lot): Date Supervisor Notified: OnSite: [Yes [No
Accident Address (if not on premises): City: State: Zip:
Employee Description of Accident:
Last Day of Work after Injury: Date of Return to Work: still Off: [JYes [JNo  Validity doubted: [ JYes [JNo
Date of First Treatment: Name of Clinic/ER/Hospital: Phone:
Object or substance that harmed employee (i.e. student, hammer, etc): What was employee doing just before incident (be specific):
ACCIDENT TYPE PARTOFBODY [ ]left [JRight []Both [ JOther
[Jstrain/sprain []chemical Exposure [JAbdomen [CJear [JGroin [Ishoulder
[ slip/Trip/Fall [JRepetitive Motion [JAnkle [Jeye [JHand OToe
[T Hit by/Struck against [INeedle stick JArm [JFace [Head [Jwrist
[] Laceration/puncture [ Vehicle Accident [IBack [CIFinger [Knee [Jother:
[]Burn-heat/scald/shock [ ]Assault [ chest [JFoot [Cteg
[]Foreign body [Jother
INVESTIGATION [IPreventable [INot preventable
Did another person not in company employ caused accident? [ ] Yes [] No
Name: Address: Phone:

Witness Name: Witness Address: Witness Phone:

Witness Statement, if any:

UNSAFE CONDITION
] Improperly guarded
[ safety devices inoperative
[ Effective
[J Hazardous arrangement
[ improper illumination
[] iImproper ventilation

UNSAFE PERSONAL FACTORS
[Jimproper attitude
[ Lack of required safety knowledge
[ Defective eyesight
[] Defective hearing
[ Fatigue
[IMuscular weakness

[J Lack of suitable PPE

[ unsafe dress or apparel

[ Hazardous dust, gases or fumes
[J Unclassified (give details):

[JPre-existing heart weakness
[JPre-existing hernia Appears
[[intoxicated

[JUnclassified (give details):

] No unsafe condition

[CINo unsafe personal factor

UNSAFE ACT

[] Working/operating without authority
[J Working on moving machinery

[] Working on dangerous equipment
[ Working at unsafe speeds

[[] Making safety devices inoperable

[] Taking unsafe position or posture

[] Handling materials incorrectly

[ Working with overactive child

[] Using defective tools

[] Using hands instead of tools

[ Unsafe loading or unloading

[ Failure to use personal protective equipment

[ pistracting, teasing, or horseplay
[ Not following rules or instruction
[] unsafe decision

[J Unclassified (give details)

[INo unsafe condition

REQUIRED CORRECTIONS
[JPre-job training
[JRetraining of all staff
[Jimprove illumination
[Jimprove ventilation

[Jnstall/revise safety guards
[JRequire PPE
[JRepair/replace equipment

[ Improve clean-up process

O Improve enforcement
[JImprove storage arrangement
[JEliminate congestion

[IRequire safer materials (explain)

[JDiscipline employees involved
[Jwarn employees involved
[JRe-instruct employees involved
[1Job reassignment

[Jimprove inspection process [JRevise job procedure [JImprove design/construction [Jother
PERSONS RESPONSIBLE FOR CORRECTION COMPLETE DATE FOLLOW UP WITH EMPLOYEE DATE:
Comments:
SUPERVISOR Name: Phone: Email:
Signature: Date:
APPROVED BY  Name: Phone: Email:
Signature: Date:
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