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TOWN OF ESSEX

INTERNAL

ACCIDENT/INCIDENT REPORT

Employee Involved in Accident/ Incident or Illness: 

NAME:  

DEPARTMENT: 

DATE: 

TIME:  

Please indicate with an “x” one or more of the following which applies to the situation:

□ Accident,

No Medical
- Injury NOT Requiring Medical Attention

□ Accident,

Medical

- Injury REQUIRING Medical Attention

□ Accident,

Lost Time

- Injury REQUIRING Medical Attention, plus LOST TIME

□ Accident,

Vehicle

- Motor Vehicle Damage Only

□ Accident,

Equipment
- Damage other than to Motor Vehicle

□ Accident,

Structure

- Building, Fence, Post etc.
□ Incident,




- No Injury or Property Damage

□ Near Miss,




- No Injury or Property Damage
□ Illness (PTSD, etc.)
No Medical
- Injury NOT Requiring Medical Attention

□ Illness (PTSD, etc.)
Medical

- Injury REQUIRING Medical Attention

□ Illness (PTSD, etc.)
Lost Time

- Injury REQUIRING Medical Attention, plus LOST TIME

PLEASE NOTE:

· All injuries and illnesses (physical and/or psychological), accidents and incidents must be promptly investigated and filed
· Critical or fatal injuries must be immediately reported by telephone (or by another expedient means of communication available). Contact the CAO and/or Human Resources. 
THIS FORM MUST BE FAXED or EMAILED TO:
hr@essex.ca
Fax: 519.776.8811
A. EMPLOYEE INFORMATION

Last Name: ____________________​​​​​​​​​​_____________   First Name: __________________________


Department: 

Place of Accident/Incident/Illness: ________​​​​​​​​​​​​​​​​​​​​​​​​​_____________Date: _______________Time: __________

Accident/Incident/Illness Reported to: ________________

Date: 

Time: 

Job Classification at Time of Accident/Incident/Illness:  

Years Experience:  

B. WITNESSES


Last Name
First Name
Phone #

1. 


2.  

3.  

C. SAFETY EQUIPMENT 

	
	YES
	NO
	N/A
	
	
	YES
	NO
	N/A

	Safety Footwear
	□
	□
	□
	
	Safety Vest
	□
	□
	□

	Eye Protection
	□
	□
	□
	
	Gloves
	□
	□
	□

	Hearing Protection
	□
	□
	□
	
	Equip. Guard
	□
	□
	□

	Hard Hat
	□
	□
	□
	
	Other
	□
	□
	□


If in any Category is a “NO”, Please Explain: 

D. HISTORY OF ACCIDENT/INCIDENT/ILLNESS
Nature of Injury or Suspected Illness:  

Weather Conditions at time: 

Name and Address of Treating Physician: 

DESCRIPTION OF ACCIDENT/INCIDENT/ILLNESS: 

Human Diagram

Mark or circle the body part/s that was injured or exposed to a health hazard. Beside the body write what kind of injury or exposure occurred.
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Fracture / dislocation

Stress Claim

Internal injury of chest,
abdomen / pehis.

Poisoning and toxic effects of
substances

L]

Bum

Sprain / strain

Multiple injuries (only to be
used where no principal injury
can be identified)

Traumatic amputation

Head injury (including
concussion)

Foreign body (on extemal eye.
in ear or nose)

Open wound (e.g. graze/cut)

Contusion (bruising)
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INVESTIGATING STATEMENTS
IMMEDIATE CAUSES: (what acts, failures to act, conditions contributed mostly to the accident/incident/illness occurring) 

BASIC CAUSE: (what circumstances contributed to the immediate cause of the accident/incident/illness) 
CORRECTIVE ACTION – Short Term and Long Term (what can be done to prevent this accident/incident/illness from occurring again) 
HAS EMPLOYEE ASSISTANCE PLAN or Peer Support BEEN OFFERED? 
(FSEAP can be reached at 1-844-720-1212) 


Signature of Reporting Supervisor: __________________________________  Date: 

Phone: __________________________________________________________  Ext.: 

Signature of Involved Employee: ____________________________________ Date:  

MOTOR VEHICLE OR EQUIPMENT ACCIDENTS

(Please use the space below to illustrate what happened.  Make sure to label every street, and the vehicles direction they were coming/going and any landmarks)

1. Show direction of travel by using →, ←, ↑, ↓
2. Use solid line to show path before accident ― , and a dotted line after accident ----

3. Show pedestrians by using ♀
4. Show railroad by using ≠
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	Town of Essex - General Information

	     Driver Information:
	 

	Employee Name:
	 

	Department: 
	 

	 
	
	 

	Details of any Injuries:
	 

	     Vehicle Information:
	 

	Make/Model of Vehicle/Equipment:
	 

	License plate no.:
	 

	Passengers in the Vehicle?
	

	If yes,
	

	1.
	Name & Position in Vehicle:
	 

	 
	Details of any Injuries:
	 

	2.
	Name & Position in Vehicle:
	 

	 
	Details of any Injuries:
	 

	3.
	Name & Position in Vehicle:
	 

	 
	Details of any Injuries:
	 

	 
	 
	 


	General Accident Information

	Date of Accident:
	 
	 
	 
	 
	 
	 

	Time of Incident:
	 
	 
	 
	 
	 
	 

	Location of Accident:
	
	
	
	
	
	 

	Your Speed at Time of Accident:
	 
	kms/hr
	 
	 
	 
	 

	Weather Conditions:
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	Road Conditions:
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	Other Vehicle Involved - #1

	     Driver Information:
	
	
	
	 

	Driver's Name:
	 
	 
	 
	 

	Driver's License No.:
	 
	 
	 
	 

	Driver's Address:
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Driver's Phone No.:
	Home:
	 
	Work:
	 

	Owner's Name (If different from driver):
	 
	 
	 
	 

	Owner's Address:
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Owner's Phone No.:
	Home:
	 
	Work:
	 

	Insurance Company:
	 
	 
	 
	 

	Insurance Policy No.:
	 
	 
	 
	 

	     Vehicle Information:
	
	
	
	 

	Make/Model of Vehicle/Equipment:
	 
	 
	 
	 

	License Plate No:
	
	
	
	 

	Passengers in the Vehicle?
	
	
	
	 

	If yes,
	
	
	
	 

	1.  Name & Position in Vehicle:
	 
	 
	 
	 

	2.  Name & Position in Vehicle:
	 
	 
	 
	 

	3.  Name & Position in Vehicle:
	 
	 
	 
	 

	 
	 
	 
	 
	 


	Other Vehicle Involved - #2

	     Driver Information:
	
	
	
	 

	Driver's Name:
	 
	 
	 
	 

	Driver's License No.:
	 
	 
	 
	 

	Driver's Address:
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Driver's Phone No.:
	Home:
	 
	Work:
	 

	Owner's Name (If different from driver):
	 
	 
	 
	 

	Owner's Address:
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Owner's Phone No.:
	Home:
	 
	Work:
	 

	Insurance Company:
	 
	 
	 
	 

	Insurance Policy No.:
	 
	 
	 
	 

	     Vehicle Information:
	
	
	
	 

	Make/Model of Vehicle/Equipment:
	 
	 
	 
	 

	License Plate No:
	
	
	
	 

	Passengers in the Vehicle?
	
	
	
	 

	If yes,
	
	
	
	 

	1.  Name & Position in Vehicle:
	 
	 
	 
	 

	2.  Name & Position in Vehicle:
	 
	 
	 
	 

	3.  Name & Position in Vehicle:
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Description of What Occurred (Provide as much Detail as Possible)

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	
	
	
	
	
	

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	 
	 
	 
	 
	 
	 

	
	
	
	
	
	

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


	Police

	Was Police Called?
	
	

	
	 

	If yes,
	
	 
	 
	 
	 

	Police Force (ie OPP):
	 
	 
	 
	 

	Police Officer's Name:
	 
	 
	 
	 

	Police Officer's Badge No.:
	 
	 
	 
	 

	Police Occurrence No.:
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	Witnesses

	Witness #1
	Witness #2

	Name:
	 
	Name:
	 

	Address:
	 
	Address:
	 

	 
	 
	
	 

	Home Phone No.:
	 
	Home Phone No.:
	 

	Work Phone No.:
	 
	Work Phone No.:
	 

	License Plate No.:
	 
	License Plate No.:
	 

	 
	 
	 
	 

	Supervisor/Manager (office use only)

	Name:
	 
	Action Taken:
	 

	Date Received:
	 
	
	 

	 
	 
	 
	 

	Supervisor/Manager Notes:

	 

	 

	 

	

	 

	

	

	 

	 


Type of Injury





What was Injured





Left





Left





Right





Right





Right





Left





TIPS FOR MOTOR VEHICLE OR EQUIPMENT ACCIDENTS





Stay calm


Call 9-1-1 and note time of call when – 


Someone is hurt


You think a driver may be guilty of a Criminal Code Offence, such as driving under the influence


There is a significant property damage or the vehicle/equipment is not drivable 


Turn on hazard lights or use cones, warning triangles or flares if available


Have insurance documents, driver’s license and ownership available


Regardless of the circumstances of the accident, never admit fault for the accident, sign any documents regarding fault or promise to pay for the damages


Complete the following accident report as soon as possible after the accident and provide it to your supervisor/manager within 24 hours
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