ACCIDENT / INCIDENT INVESTIGATION REPORT
    
     Form AIR
	Organisation

Name and Address
	Employee’s

Name and Address
	Works No:

Department:

	
	
	Job Title:

Years of Service:

Sex:

Age:

N.I. No.:

Date Started Employment:



	Time and Date of Accident:
	Time:................... am/pm
	Date: ...............................

	Exact Location of Accident:

	Witnesses to Accident:

	1.  What was the employee actually doing at the time of the accident?



	2.  Was the employee authorised to do this?



	3.  Had the employee been adequately trained to carry out the task?



	4.  Had the injured person or other person acted in an unsafe manner, if so, how?



	5.  Were safety devices, if provided, being used, if not, why?



	6.  Was protective clothing and equipment, if applicable, available and being used?



	7.  If machinery was involved, please state:


a)
Name of machine:


b)
Part of machine causing injury:


c)
Was the machine in motion:


d)
Was any fault found with the machine:



	8.  If not machinery, please state tool, object or substance being used:



	9.  What were the circumstances immediately prior to the accident?

     (I.e. did anything occur that may have led to the accident?)



	10.  What was the probable cause of the accident?



	11.  What action is being taken to avoid reoccurrence?



	12.  If accident occurred outside what were the weather conditions?                                                                                  



	13.  Condition of floor surfaces etc.
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