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Incident Investigation Report (Physical Plant) 

To be completed by the supervisor for all injuries and incidents that result in, or could have resulted in injury.  If medical aid or time loss, attach to WCB Employer’s Accident Report form.  (Details at EHSO web page at http://www.umanitoba.ca/admin/human_resources/ehso/occ_health_comp/aiwcb.html


To be completed by the Supervisor/Manager

Part A- – Investigation Report   
Prepared by:  
_______________Department ___________________Date:  _______________
Address ____________________    Tel. _____________
Fax. ____________
Brief Description of Incident

Details of Incident

Location of Incident ___________________________________________________
Date of Incident _________________ Time of day __________
Name(s) of person(s) involved _________________________________________ Staff___Student___Visitor__Volunteer___


What was task person performing when the incident occurred?

Describe in detail how the incident occurred

Describe Injury and/or Property Damage   

Describe Actions Taken – First Aid? Emergency Response to contain damage?  

Was Security Services notified?  Yes__ No__
Describe Cause of Incident:

Direct –  

______________________________________________________________________________________________________

Indirect 

Task –

Worker- 
Material/Equipment 
Management – 
Environment –

Part B – Persons with Information  

Name:
______________________________________   Date/Time of Interview _________________
Witness of incident? Yes__ No__
Comments:  

Name: __________________________________________  Date/Time of Interview _________ ______

Witness of incident? Yes__ No__

Comments: 

Part C – Training and Competency
What training did person have for task?   

Certification required?  ____ __________
What was the experience level of Person performing the task?


Recommendation for training:

Part D - Recommendations
( Be as specific as possible)
(NOTE: If more space is required, please provide additional information and attach to this form.)




Name of Supervisor____________________________

Signature: Supervisor __________________________________________

Date: _________________

Name of Worker(s)_________________________Signature of worker(s)___________________Date_____________
Name of Worker(s)_________________________Signature of worker(s)___________________Date_____________

Signatures:Health & Safety Committee Co-Chairs,or designates_________________________________ Date: _______________




              

________________________________   Date________________
cc. to EHSO Attention Occupational Health Coordinator (mail to EHSO at 191 Frank Kennedy or Fax 474-7629)
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