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	SAFETY COMMITTEE
INCIDENT REPORT
(Rev. 3/10)
	For Office Use Only
Worker’s Comp:
	
Claim No.
	


	Instructions:
· Turn in completed form within 48 hours of incident. Please type or write clearly.
· If any of the listed incidents have occurred involving non-employees, immediately contact Risk Management at 303-384-8011.
· Complete ALL employee and Supervisor sections. Do not leave any blanks. If not applicable, enter “n/a.”
· Use back of form for notes, or comment space. Attach any photos, witness statements or other reports.
· Forward signed and reviewed report to Human Resources



Was Incident a: Accident:  |_|Yes  |_| No	Injury:  |_|Yes  |_| No 		City Employee Injured:  |_|Yes  |_| No	
City of Golden Property Involved:  |_|Yes  |_| No  	 Police Contacted:   |_|Yes  |_| No				
If an injury occurred you must fill out a First Report of Injury form and submit to Human Resources within two business days. 	 Was First Report Filed? |_|Yes  |_| No 

TO BE COMPLETED BY EMPLOYEE
	Employee (type or print):  
	[bookmark: Text1]     
	Employee ID #:
	[bookmark: Text2]     

	Department:
	[bookmark: Text3]     
	Division:
	[bookmark: Text4]     

	Supervisor (type or print):  
	     
	Date, time and location of incident:
	[bookmark: Text5]     

	
	

	
Describe the incident in as much detail as possible:      



Describe any damage done to City vehicles (include vehicle ID#) and/or damage to City property (include location):
	     





[bookmark: Text7]Describe any damage done to 2nd party vehicles/property:       







Employees’ suggestions and recommendations to avoid incident in the future:      













Employee Signature: ______________________________________     Date:      



TO BE COMPLETED BY SUPERVISOR
 
[bookmark: Check7][bookmark: Check8]Did employee return to work on the date of incident?  |_|Yes       |_| No
[bookmark: Check9][bookmark: Check10]Was employee acting in regular line of duty when the incident occurred?  |_| Yes  |_| No
	[bookmark: Text12]If “No,” explain:      







[bookmark: Check11][bookmark: Check12]Were proper safety measures/equipment utilized? |_| Yes  |_| No
	Explain:      





Supervisor’s suggestions and recommendations to avoid incident in the future:
     









	Action(s) to be taken:
	Person responsible for action:
	Date for completion:

	1.      



	     
	     

	2.      



	     
	     

	3.      



	     
	     






P:\HUMAN RESOURCES\COMMITTEES\SAFETY\FORMS\SCIR0021 SAFETY COMM INCIDENT REPORT 03-10
	4.      



	     
	     





Is incident chargeable?  |_| Yes  |_| No                      Date employee notified:       

Explain rationale for chargeable or not:      






Supervisor Signature:_____________________________________   Date:      



Copies provided to:
|_|Property/Casualty (Send to Risk Manager)          |_|Workers’ Compensation (Send to Human Resources)
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