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Accident Investigation Report 
This sample report form can help document the findings of an investigation into an accident or incident 
in your workplace.  You can copy and use this form or make your own.  Fill out an investigation report 
as soon as possible after an accident or incident.  
 
 

Employee(s) name(s):                                                                                                                           

 
Time & date of accident/incident:                                                                                                        

 

Job title(s) and department(s):                                                                                                             

 
Supervisor/lead person:                                                                                                                       

 

Witnesses:                                                                                                                                              

                                                                                                                                                                 

 

Brief description of the accident or incident:                                                                                     

                                                                                                                                                                 

 

Indicate body part affected:     
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Did the injured employee(s) see a doctor?     Yes       No   

 

If yes, did you file an employer’s portion of a worker’s compensation form?     Yes       No   

 

Did the injured employee(s) go home during their work shift?     Yes       No    
 

If yes, list the date and time injured employee(s) left job(s):                                                            

 

Supervisor’s Comments:                                                                                                                      

                                                                                                                                                                 

 

What could have been done to prevent this accident/incident?                                                       

                                                                                                                                                                 

 

Have the unsafe conditions been corrected?     Yes        No   

 
If yes, what has been done?                                                                                                                 

                                                                                                                                                                 

 
If no, what needs to be done?                                                                                                              

                                                                                                                                                                 

 

Employer or Supervisor’s signature:                                                                    Date:                 

 

Additional comments/notes: 
                                                                                                                                                                 

                                                                                                                                                                 
 

 

Trident Insurance Services provides the above program information in order to reduce the risk of insurance loss and claims. The 
information provided is not intended to include all potential controls or address any insured specifically.  Trident also does not 
warrant that all loss and/or claims will be avoided if the program information is followed.  By providing this information, Trident in no 
way intends to relieve the insured of its own duties and obligations, nor is Trident undertaking, on behalf of or for the benefit of the 
insured or others, that the insured’s property or operations are safe, healthful, or in compliance with any law, rule or regulation.  
Insureds remain responsible for their own efforts to reduce risks and should consult their own legal counsel for appropriate 
guidance.  
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