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Incident Report Form

Use this form to report events, concerns, accidents, injuries, medical situation, or behavioural incidents. If possible, the report should be completed within 24 hours of the event. Submit completed form to the HR department. 

	Person Reporting the Incident

	Full Name: 

	Address: 

	DOB: 
	Email:

	Position: 
	Mobile Number:



	Person involved or affected by the Incident
(Please provide as much information as possible)

	Full Name: 

	Address: 

	DOB:
	Email:

	Mobile No.



	Incident 
(Mark X the appropriate box.)

	Potential incident                
	Injury                          
	Seizure                  
	Medication Incident      

	Assault:             Physical                       Sexual                               Verbal                   
	Abuse or Neglect           

	Restricted Work                  
	Waste Incident                   
	Death                               

	Other                                         Specify: 

	Concern                                
(e.g client hasn’t been eating for the past 5 days // staff has been using their phone on shift.) 

	



	Information about the incident

	Date of Incident: 
	Time of Incident:

	Location of Incident:

	Address of Incident:  
	State: 
	Postcode:

	Description of Incident
1. What happened before incident (factors leading to the event)?
2. What happened during the incident? 
3. What happened after the incident?
Be as specific as possible. (Attached additional sheets if necessary.)

	 



	

	

	

	



	Continuation of Description of Incident

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	Witnesses Information

	Full Name
	Mobile Number
	Email Address

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Property Damage (If applicable)

	Was there any damages to the property?                             Yes          No     

	Description of property damage: 

	

	

	

	For any applicable images, please email info@hycare.com.au with the Incident Report Form.



	

	Was the person transferred to a GP or hospital?                Yes         No    

	Were there any witnesses to the incident?                          Yes         No   



	Immediate actions taken to make the situation safe

	For example: I removed the table out of the way when the client was having a seizure and put a blanket under his head. 
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	Injury Description

	Mark X the appropriate box. Was an injury sustained?          Yes     No 
If so, describe the injury and any other information known about resulting injury(ies).

	

	

	

	

	

	

	

	

	

	



	Injury Information (if more than one, add more sheets)

	Full Name:
	Sex:   F      M 

	Position:       Participant         Worker             Visitor             Public 

	DOB: 

	Mobile No.: 

	Email Address:



	Location of Injury
Mark X the appropriate box

	Head / Face                             [     ]
	Waist / Hip                            [     ]
	Knee                                         [     ]

	Neck                                         [     ]
	Leg                                          [     ]
	Back                                          [     ]

	Shoulder / Arms                     [     ]
	Foot / Toes                            [     ]
	Eyes / Ears                               [     ]

	Hand / Fingers                        [     ]
	Internal Organs                    [     ]
	Mouth / Nose                         [     ]

	Other



	Nature of Injury
Mark X the appropriate box

	Laceration                                [     ]
	Abrasion                                  [     ]
	Crash Injury                             [     ]

	Fracture                                    [     ]
	Electric Shock                         [     ]
	Dehydration                            [     ]

	Bruising                                    [     ]
	Strains / Sprains                     [     ]
	Burns                                        [     ]

	Dislocation                               [     ]
	Amputation                             [     ]
	Sunburn                                   [     ]

	Other



	First Aid

	Was first aid administered?               Yes             No 

	Full name of first aider (if applicable): 

	Description of first aid treatment:

		

	

	



	Details of Person reporting the Incident

	Print Full Name:

	Signature:

	Date Report Completed:















	For Management Use Only

	Report Received by: 

	Position:
	Date:



	Assessment:
Detail the process you took to manage the incident, and for future prevention

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	



	Records and information considered:

	

	

	

	

	



	Remedial actions/Contingency Plan:

	

	

	

	

	

	

	

	

	

	



	Investigation Completed By

	Full Name: 
	Position:

	Signature: 
	Date Completed: 

	Was this a notifiable incident to the NDIS Commission?              Yes           No 

	If yes, state date and time notified: 

	Feedback to Reporter: __________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________



	Closure of report from Management

	Full Name:

	Signature:
	Date:

	Comments: Could the incident have been prevented? How well was the incident managed and resolved? Any additional actions to be made?
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Incident Report Form
This document remains the property of HyCare Medical Service Pty Ltd and all information is confidential and should not be shared without written permission.
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