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Co-operative Academy Trust




	ACCIDENT REPORT 
	
	Report Number:

	
	NON-ACCIDENTAL INJURY REPORT
	
	

	PART A

	Section 1:  ABOUT THE INJURED PERSON

	Surname
	
	Forename
	

	Staff Number
	
	Work Tel Number
	

	Home Address (including postcode)
	
	Home Tel Number
	

	Date of Birth
	
	Sex
	 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

	Job Title
	
	
	

	Is the person involved a:
 FORMCHECKBOX 
 employee?      FORMCHECKBOX 
 visitor?     FORMCHECKBOX 
 pupil?   FORMCHECKBOX 
 contractor?      FORMCHECKBOX 
 Other?




	Section 2: WHEN DID THE ACCIDENT HAPPEN?

	Date of the accident
	
	Time of the accident
	

	Did this happen during your normal working hours?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	What are the normal working hours?
	

	Section 3:  WHERE DID THE ACCIDENT HAPPEN?

	Address of the location where the accident happened?
	
	Department/ location where the accident happened?
	

	Section 4:  WHAT HAPPENED?

	Description of Accident Event (include work activities, physical environment, equipment used, condition etc. where applicable)



	Section 5:  ABOUT THE INJURY?

	 FORMCHECKBOX 
 Cut to skin

 FORMCHECKBOX 
 Puncture or penetration wound

 FORMCHECKBOX 
 Abrasion

 FORMCHECKBOX 
 Bruising

 FORMCHECKBOX 
 Sprain/Strain

 FORMCHECKBOX 
 Dental

 FORMCHECKBOX 
 Dislocation
	 FORMCHECKBOX 
 Crush

 FORMCHECKBOX 
 Fracture

 FORMCHECKBOX 
 Amputation

 FORMCHECKBOX 
 Embedded object

 FORMCHECKBOX 
 Eye injury

 FORMCHECKBOX 
 Fatal Injury

 FORMCHECKBOX 
 Hair pulling
	 FORMCHECKBOX 
 Heat Burn

 FORMCHECKBOX 
 Cold Burn

 FORMCHECKBOX 
 Chemical Burn

 FORMCHECKBOX 
 Ingestion of toxic substance

 FORMCHECKBOX 
 Shock

 FORMCHECKBOX 
 Musculoskeletal

 FORMCHECKBOX 
 Stress/trauma
	 FORMCHECKBOX 
 Inhalation of fumes

 FORMCHECKBOX 
 Concussion 
 FORMCHECKBOX 
 Electric Shock

 FORMCHECKBOX 
 Suffocation

 FORMCHECKBOX 
 Other (please specify)

 FORMCHECKBOX 
 Near miss (no actual                       injury)



	Part and side of body affected (e.g. left, right, hand, arm, etc.)
	


	Section 6:  CAUSE OF THE ACCIDENT?

	 FORMCHECKBOX 
 Physical contact (not assault)
 FORMCHECKBOX 
 Chemical exposure
 FORMCHECKBOX 
 Collapse of structure
 FORMCHECKBOX 
 Contact electricity
 FORMCHECKBOX 
 Hazardous substance
 FORMCHECKBOX 
 Machinery in operation
	 FORMCHECKBOX 
 Fire
 FORMCHECKBOX 
 Falling objects
 FORMCHECKBOX 
 Contact heat
 FORMCHECKBOX 
 Infectious agent
 FORMCHECKBOX 
 Fall from height
 FORMCHECKBOX 
 Manual handling
	 FORMCHECKBOX 
 Moving vehicle
 FORMCHECKBOX 
 Physical assault
 FORMCHECKBOX 
 Sport or physical training
 FORMCHECKBOX 
 Psychological 
 FORMCHECKBOX 
 Road traffic accident
 FORMCHECKBOX 
 Slips, trips and falls
	 FORMCHECKBOX 
 Bite
 FORMCHECKBOX 
 Struck against
 FORMCHECKBOX 
 Struck by
 FORMCHECKBOX 
 Stress/trauma
 FORMCHECKBOX 
 Other (please specify)

	Section 7:  FOLLOWING THE ACCIDENT

	Was first aid treatment given?
	 FORMCHECKBOX 
 Yes
	By Whom
	

	
	 FORMCHECKBOX 
 No
	Why not
	

	Immediately following the accident the injured person:
	 FORMCHECKBOX 
 Continued working       FORMCHECKBOX 
 Was sent home       FORMCHECKBOX 
 Referred to GP

	Was the injured person taken to hospital?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Which hospital?
	
	 FORMCHECKBOX 
 By ambulance       FORMCHECKBOX 
   By car

	Section 8: WITNESS INFORMATION/DETAILS

	Were there any witnesses to the accident?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Name of Witness
	

	Witness statement attached
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Contact  number
	

	Section 9: YOUR DETAILS

	Reported by
	
	Job Title
	

	Date
	
	Signature
	

	                                                    PART B (Please complete the sections below where applicable)

	To be completed by the Line Manager/ Supervisor directly responsible for this person or their work.

Please answer questions as fully as possible and provide evidence, photographs, documentation etc

	Section 10: ABOUT THE LINE MANAGER/SUPERVISOR

	Name
	
	Job Title
	
	Contact No.
	

	Section 11:  ABSENCE

	Period of time affected person expected to be absent from work?
	 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 1 – 4 hours

 FORMCHECKBOX 
 1 day
	 FORMCHECKBOX 
 2 days

 FORMCHECKBOX 
 3 – 6 days

 FORMCHECKBOX 
 Over 7 days
	Has the injured person returned to work? 
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Is it reportable under RIDDOR?
	  FORMCHECKBOX 
 Yes

  FORMCHECKBOX 
 No 

	Section 12: ABOUT THE ACCIDENT EVENT

	What were the immediate causes?
	

	What were the root causes?
	

	Was the injured person authorised to undertake this activity?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Has the injured person received training for this activity?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	Is there a risk assessment for this activity?
	 FORMCHECKBOX 
 Yes (please attach a copy of the risk assessment if RIDDOR reportable)
 FORMCHECKBOX 
 N/A

	Section 13:  CORRECTIVE & PREVENTATIVE ACTION

	What preventative actions are being taken following the accident? (tick relevant boxes)
	 FORMCHECKBOX 
 Additional supervision
 FORMCHECKBOX 
 Training
 FORMCHECKBOX 
 Modifying existing systems of work
 FORMCHECKBOX 
 Repair to premises
	 FORMCHECKBOX 
 Review risk assessment
 FORMCHECKBOX 
 Review maintenance procedures
 FORMCHECKBOX 
 No further action required
 FORMCHECKBOX 
 Consider for recording on violent markers register

	Ref
	Action
	By Whom
	By When
	Completed

	1
	
	
	
	

	2
	
	
	     
	

	Section 14:  ANY OTHER COMMENTS/RECOMMENDATIONS

	

	Signature
	
	Date
	

	Please retain a copy and send original report form with associated documents to your Academy H&S Representative
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