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HR WC FORMS REVISED 07/2017 

  WITNESS STATEMENT 

Name of Employee involved in Incident:  ____________________________________________________________ 

Name/Title/Dept. of Witness:  ________________________________________________________________________ 

Witness Address: __________________________________________________________________________________ 

Home Phone: ________________    Work Phone: ________________ Cell Phone: ___________________ 

How long have you known the employee/claimant?     Years   _________   Months     _________ N/A ________  

What is your relationship to the employee/claimant? _________________ 

Did you actually see the incident occur?   Yes            No 

If no, how did you hear about it/pertinent sources? ________________________________________________________ 

_________________________________________________________________________________________________ 

PLEASE DESCRIBE IN DETAIL WHAT YOU KNOW ABOUT THIS INCIDENT.  PLEASE BE ADVISED, IF 
FURTHER INFORMATION IS NEEDED, YOU MAY BE CONTACTED FOR ADDITIONAL DETAILS. 

Date of Incident:  ________________   Time of Incident:  _______________ 

Location where incident occurred:  _____________________________________________________________________ 

Please describe in your own words (in detail) how this incident occurred.  ______________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

To your knowledge, was a safety rule violated? 
_________________________________________________________________________________________________ 

What could the employee/claimant have done to have avoided this incident? ____________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

List the names of anyone else who might know about this incident.  
_________________________________________________________________________________________________ 

Additional Comments:  
________________________________________________________________________________________
________________________________________________________________________________________ 

I have read the above and it is true and correct to the best of my knowledge. 

____________________________________         ____________________________  _______________ 
Signature         Title  Date 

South Texas College is an equal education and equal employment opportunity/affirmative action employer. As an equal education institute and equal opportunity employer, the College 
does not discriminate on the basis of race, color, national origin, religion, age, sex, sexual orientation, gender, gender identity, disability, genetic information, or veteran status. 
Discrimination is prohibited and the College will comply with all applicable College policies, and state and federal legislation. This policy extends to individuals seeking employment with and 
admission to the College. 
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