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ACCIDENT / INCIDENT INVESTIGATION FORM

Organization Name:
Injured Worker:

Job Title:

Near Miss

Date of Injury:

First Aid Administered

Time of Injury:

AM

Medical Treatment Needed

PM

| WITNESSES
Name: Job Title:
Name: Job Title:
Name: Job Title:
Name: Job Title:

What happened? (Describe the incident):

Contributing factors:

Corrective action:

CHURCH MUTUAL INSURANCE COMPANY WISHES TO POINT OUT THAT NO WARRANTY ATTACHES TO THIS DOCUMENT, AND IN FACT, THIS
DOCUMENT MAY NOT BE APPROPRIATE FOR THE SPECIFIC NEEDS OF A PARTICULAR ENTITY. THERE IS NO GUARANTEE THAT THIS
DOCUMENT WILL PROTECT ANY FACILITY THAT CHOOSES TO USE IT. BEFORE USING THIS DOCUMENT OR ANY SIMILAR DOCUMENTS, YOU
SHOULD CONSULT WITH YOUR OWN ATTORNEY TO MAKE CERTAIN THAT THE DOCUMENT YOU EVENTUALLY USE IS CORRECT AND CURRENT
UNDER THE LAW OF YOUR PARTICULAR JURISDICTION AND THAT THE DOCUMENT MEETS YOUR NEEDS FOR YOUR PARTICULAR SITUATION.
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