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WHS ACCIDENT AND INCIDENT REPORT 

 

Name of Injured Person (to be completed by the injured 
employee or designated person) 

 

On Hire Employer Name and Location  

Date  

 

Type of Incident:  Injury  Illness  Near Miss  Property Damage  Hazard 

 

Details of Injured Person 
 
Address:   ......................................................................  Telephone No. Home: .....................................................  

 ......................................................................................  Telephone No. Mobile: ...................................................  

Date of Birth: ……………………………………………...  

 Employee   Visitor  Other 

 

Details of Incident 

 

Date of injury or incident occurred:  ...……………………….    Time of occurrence:- ……….…………………AM/PM 

Type of injury or incident (e.g. cut, sprain, near miss or damage to property/equipment) 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

Part of the body injured (e.g. Right/Hand, Left/Eye). 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

Describe sequence of events leading up to incident.  (e.g. Slipped on wet tiles). 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

Describe exact site of location (e.g. Office, Outside office etc). 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 
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Have you reported the incident to the Host Employer  Yes     No 

 

If no, why not ………………………………………………………………………………………………………………….………………………… 

………………………………………………………………………………………………………………….………………………… 

 

Details of Witnesses: 

Name: …………………………………… Contact telephone number: …………………….. Statement  Yes     No 

Name: …………………………………… Contact telephone number: …………………….. Statement  Yes     No 

 

 

Details of Medical Treatment 

 

Medical Treatment:          Nil          First aid          Doctor          Hospital  

Outline treatment: 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

………………………………………………………………………………………………………………….………………………………………………………………………. 

Did you return to work after treatment?  Yes     No 

 

 

Return to Work Management (to be completed by Mills Recruitment) 

Host employer incident report received?  Yes     No 

Incidents discussed with host employer?  Yes     No 

Name of client representative:  …………………………………………………………………………………………………………………... 

Position:  ………………………………………………………………………………………………………………………………………………………. 

WorkCover notification   Yes     No 

 

 

Preventative Action (to be completed by Mills Recruitment) 
 
Action taken to prevent recurrence: 

 

 

Signed By 
 
Injured Person ____________________________ Dated _________________________ 

Mills Recruitment OSH 

Representative 

____________________________ Dated _________________________ 

 
If assistance or advice is required please contact Mills Recruitment  


