
 
 
 

Accident/Incident Report Form (Other than Auto) 
 

 
Date:___________ 
 
Company Name:_______________________________________________ 
 
Employee Completing Report/Title:___________________________________ 
 
Employee Email Address:___________________________________ 
 
Supervisor:_______________________________ 
 
Type of Incident 
 
___Injury to Person 
          (Note Employee Injury complete Employers First Report) 
 

___Damage to Company Property 
 
___Damage to Other’s Property 
 
Date of Incident:________________ 
 
Time:____________ ___AM ___PM 
 
Weather Conditions:_______________________________ 
 
Location of Accident/Incident:______________________________ 
 
Photos:  ___Yes   ___No    
 
Who was Called?______________________ 
 
Date:___________ 
 
Time:__________ ___AM ___PM 



 
Site Manager:______________________ 
 
Other Insurance Agency: ______________________ 
 
Police of Fire Called: _______________________ 
 
Ambulance Used: __________________________ 
 
What Happened? _________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
What was the alleged cause? _______________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Who reported the incident to you? ___________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Property Damage 
 
What was damaged?______________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Owner/Address of Damaged Property: (Other that Company’s) ___________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Estimated Cost of Damage:_________________________________________________ 
 
Witnesses – Names & Phone Numbers: 

1. ______________________________________ 
 

2. ______________________________________ 
 

3. ______________________________________ 
 

4. ______________________________________ 
 

5. ______________________________________ 
 
 



Injury 
 
Name of injured Persons:___________________________________________________ 
_______________________________________________________________________ 
 
Address:________________________________________________________________
_______________________________________________________________________ 
 
Phone:_______________________ 
 
Resident? ___Yes ___No 
 
Approx. Age of Injured Person?__________________ 
 
Any previous health issues? ___Yes ___No 
 
If so, what?______________________________________________________________ 
_______________________________________________________________________ 
 
Did the person seek medical attention?   ___Yes ___No 
 
When?__________________________________________ 
 
What is the injury?________________________________________________________ 
_______________________________________________________________________ 
 
Any corrective action taken?  ___Yes ___No 
 
 
Thank you for completing the Accident/Incident Report Form.   
 
Please Fax form to: 813-289-4561, ATTN: Claims Dept. 


