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Description automatically generated]Incident Investigation
[bookmark: _Hlk189665347]Just the FACTS, be specific (attach additional sheets as necessary). All sections are to be completed.  If it does not apply, mark “n/a”.

[bookmark: Text1][bookmark: Text5]Who:   Employee involved:       		Job Title:      	
[bookmark: Text2]	Department/Division:      
[bookmark: Check1][bookmark: Check2]Check one or more as applicable: Accident |_|	Injury |_| 	Near Miss |_|	Other |_|
If “other” describe:      
[bookmark: _Hlk189665380]Reported:	Name and title of supervisor notified?        
Date of notification:       	Time of notification:        
[bookmark: _Hlk189665509][bookmark: Text9]Where did this happen?  Specific address and location of incident (provide exact address and location if known):      
Did this occur on County property? yes |_|    no |_|    
[bookmark: Text7][bookmark: Text8][bookmark: Check3][bookmark: Check4]When did this occur?  Date:      	Time:       am |_| pm |_|
What, Why, and How (again, please be specific) did this occur?  
[bookmark: _Hlk189665573]What was the employee doing at the time of the incident:       
Why did the incident occur?        
How did the incident occur?       
What was the cause of the incident?        
Other details:       
Conditions:  	Weather:      
	Road/Pavement/Flooring:       
	Other factors:       
If the incident involved operations of a motor vehicle or equipment:
Driver’s license # of employee:       		VIN:       
Unit and equipment involved:	         		Plate #:       

Injury sustained?  yes |_|    no |_| 
[bookmark: Text12]If yes, extent of injury:  Be specific in listing body part(s) affected, and how affected (ie: burn to inside left wrist):      
Was PPE/Safety equipment available? yes |_|    no |_|   n/a |_|   
if yes, was it used? yes |_|    no |_|      if available but not used, why not?       
	If not available, why not?       

[bookmark: _Hlk189666263]What medical action was taken?  
	*No action/employee refused treatment: |_|     
	*On-site first aid only |_| , first aid provided by      ; 
	*Other medical beyond first aid |_|
  If Other, where was employee taken?       
	  Who transported the person?       
	  When was the person transported (include date and time):       
Additional details (be specific):       
[bookmark: Text13]What should be done to prevent recurrence?      
Name(s) and contact information of witness(es): 
[bookmark: Text15]     
     
     

[bookmark: _Hlk189666380]Additional information as applicable: 
Was law enforcement contacted? yes |_|    no |_|    If yes, which agency?       
Report #:       
Property damage? yes |_|    no |_|    If yes, County property |_|   private property |_|    both  |_|
	Property damage details (include owner information if not County) and estimate of damage. If not listed above, please provide VIN and Plate number if applicable:       

My signature below certifies this information is complete and correct to the best of my knowledge:
Employee: (please print)       
Employee’s Signature _______________________________



SUPERVISOR STATEMENT:
List any additional data important to the facts of the incident:
     
What should be done to prevent recurrence?      
In your opinion, could this incident have been avoided? yes |_|    no |_|    
Please explain:        
Will this incident result in a disciplinary action or counseling?  yes |_|    no |_|    - if yes, follow-up with Human Resources within five (5) working days.
My signature below certifies I have investigated this incident and found the information to be true and complete to the best of my knowledge:


Employee Supervisor (please print)       
Supervisor’s Signature _______________________________
[bookmark: Text6]Date of Report:       



[bookmark: _Hlk189666493]If medical attention is needed, contact Human Resources immediately – 785-238-5700 or call the HR Director’s cell number at 785-530-9013.

This report is to be completed by the involved employee and the employee’s supervisor (or his/her designee) and submitted to Human Resources as soon as reasonably possible, but no later than 24 hours after the incident. Human Resources will use this information to complete the notice of Work-Related injury to the Work Comp carrier as applicable. 
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