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DATE & TIME RPT’D. 

EMPLOYER LOCATION LOCATION CODE NO. 

NAME JOB TITLEA. EMPLOYEE

DEPARTMENT  LOST TIME 
 NO L.T. 

 FIRST AID 

DATE HOUR DEPARTMENT IMMEDIATE SUPERVISOR
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B. TIME AND
PLACE OF
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C. WITNESS – LIST OF NAMES AND ADDRESSES
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F. UNSAFE ACT

G. CORRECTIVE ACTION TAKEN – INCLUDE BOTH EMPLOYEE AND SUPERVISOR ACTIONS
TO PREVENT FUTURE OCCURRENCES:

SIGNATURE OF IMMEDIATE SUPERVISOR DATE SIGNATURE OF DEPARTMENT DIRECTOR DATE 
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