
                                 MEDICAL INCIDENT REPORT FORM 
 

Name(s) of Person(s) Involved: ___________________________________________________________ 

Date of Accident: ______________________________________________________________________ 

Location of Accident: ___________________________________________________________________ 

 ______________________________________________________________________________ 

Description of Accident: _________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

Description of Injury: ___________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

Action(s) Taken: _______________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

Follow Up Action(s) Required: ____________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 

 

Date: _________________________  Signature: _____________________________________  

 Name & Position: __________________________________ 


