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EMPLOYEE IDENTIFICATION (Please Print)

DESCRIPTION OF ACCIDENT/INCIDENT

WITNESS OF ACCIDENT/INCIDENT

TYPE OF ACCIDENT/INCIDENT

RESULT OF ACCIDENT/INCIDENT

Last Name First Department Employee ID

Address City Postal Code

Tel. No. S.I.N. Sex Birth Date

Date of Hire: D/ M/ Y/ Occupation at Time of Injury:

Staff

Student

Visitor

Other

(Specify)

Struck Against/Contact With

Struck By/Contact By

Fall from Elevation

Fall from Same Level

Caught In, On or Between

Repetitive Body Movement

Overexertion/Strain

Contact with Temperature Extremes

Contact with Electrical Current

Contact with Chemicals

Contact with Infectious Disease

Exposure to Substance/Condition

Needle Stick Injury

Fainted

Slip (No Fall Involved)

Motor Vehicle Accident

Personal Medical Condition

No First Health Care Lost
Injury Aid (Consulted Doctor) Time

No WSIB Claim WSIB Claim

( )
D M Y

D M Y

ACCIDENT/INCIDENT REPORT

Years of Experience in Occupation: Normal Work Hours: Start .m. Finish .m.

Has employee had a previous similar injury or disability? No Employee is: left handed right handed

Accident Date Time Date Reported Time

What happened to cause the injury/disease?

PREVENTATIVE ACTION

FOLLOW UP ON MEDICAL TREATMENT PROVIDED

Describe the person's activity at time of injury.

Identify the equipment and materials used and the size and weight of objects being handled.

What actions were taken to prevent the accident from recurring?

State exact location of accident. (Room/Campus)

Who was the injury reported to? If injury was not reported immediately, give reason for delay.

Following the day of injury: �������	
����
��������������	���������������	��	
��������� Yes No Unknown

Yes No Unknown

If health care was received, provide date, name, address and phone number of practitioner or facility.

Name Address Phone No.

( )

Is there anyone else who may have witnessed or may know about the injury/or onset of the disease?

At time of injury, was

the worker doing work

other than for the purpose

of Mohawk College?

Yes

No

D M Y

Yes



1

INSTRUCTIONS FOR COMPLETING THE
ACCIDENT/INCIDENT REPORT
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