APPENDIX A

NORTHERN WAKE FIRE DEPARTMENT
Accident and Injury Report
(Please complete this form in its entirety)

[bookmark: Check1][bookmark: Check2]Type of Incident:     |_| Personal Injury	  |_| Apparatus/Vehicle/Equipment Accident
[bookmark: Text1][bookmark: Text2]Incident Date:         Reporting Date:      

All Incidents:
[bookmark: Text3]1.	Member Name:      
			Last, First, Middle)
[bookmark: Text4]	Home Address:      
(Street Number / Street Name)      (City)       (State)       (Zip)	
[bookmark: Text5][bookmark: Text6]Home Phone:                      Cell Phone:     
[bookmark: Check3][bookmark: Check4][bookmark: Text7][bookmark: Text8]Gender:  |_| Male    |_| Female                 Age:                      Date of Birth:      
[bookmark: Text9]2.	Position Classification:      
[bookmark: Text10]3.	Where the Incident/Event Occurred:      
[bookmark: Text11][bookmark: Check5][bookmark: Check6]4.	Time Incident/Event Occurred:        |_| am  |_| pm
[bookmark: Text12]5.	Supervisor at Time of Incident:      
For Personal Injury Only:
[bookmark: Text13]1.	Describe: (1) the Injury or Illness, (2) the part(s) of the body affected, (3) how it occurred, and (4) what object caused the injury:      
[bookmark: Check7][bookmark: Check8]2.	Was Medical Treatment beyond First Aid or Emergency Medical Care required?   |_| Yes    |_| No
If Yes, treatment by whom?  (Physician or Health Care Professional name): 
[bookmark: Text14]     

[bookmark: Text15]3.	If treated at a Medical Facility:     
[bookmark: Check9][bookmark: Check10][bookmark: Text16]EMS Transport? |_| Yes  |_| No     EMS Unit #:      
	Medical Facility Information:
[bookmark: Text17]     
Medical Facility Name
[bookmark: Text18]	     
Medical Facility Address, City, State, Zip
[bookmark: Check11][bookmark: Check12]4.	Was the injury treated in the Emergency Room?  |_| Yes     |_| No
[bookmark: Check13][bookmark: Check14]5.	Did the injury require inpatient (overnight) hospitalization?  |_| Yes     |_| No
[bookmark: Text19]6.	Case Number #:      
7.	Was proper Personal Protective Equipment utilized when the accident occurred?
[bookmark: Check15][bookmark: Check16][bookmark: Text20]|_| Yes     |_| No      Describe PPE used:      
[bookmark: Check17][bookmark: Check18]8.	Could this accident have been prevented?  |_| Yes     |_| No   
[bookmark: Text21]	If “Yes” or “No”, describe:      
[bookmark: Check19][bookmark: Check20]9.	Was this injury witnessed?   |_| Yes     |_| No
[bookmark: Text22]	If “Yes”, by whom? (List name and contact information):      
For Vehicle / Equipment Accidents Only:
[bookmark: Text23]1.	Describe the accident and what was damaged in detail:      
(Attach additional forms if necessary – Police report, additional statements, etc.)
[bookmark: Check21][bookmark: Check22]2.	Was any non-fire department property damaged?  |_| Yes     |_| No
[bookmark: Text24]	If “Yes”, describe:     
	(Attach Owner’s Information to this Form – Name, address, phone#, Insurance info, etc.)
[bookmark: Check23][bookmark: Check24]3.	Was Law Enforcement contacted for report of the Incident?  |_| Yes     |_| No
[bookmark: Text25][bookmark: Text26]	Agency (Examples: WCSO, NCSHP, RPD):       Report #:      
	(Attach Law Enforcement Report to this Form)
[bookmark: Check25][bookmark: Check26]4.	Was this accident witnessed?   |_| Yes     |_| No
[bookmark: Text27]	If “Yes”, by whom? (List name and contact information):      

5.	Draw sketch of the accident scene, attach as an addendum to the accident report.
All Incidents (Supervisor ONLY):
6.	Supervisor’s Statement: 
(List results of Supervisor’s Investigation of incident and any other pertinent information)
If unable to type response, please attach a typed response to the completed accident report  labeled “Supervisor Statement”.
[bookmark: Text28]     

[bookmark: Text29]Member Completing Report:		 _________________________	      Date:      
[bookmark: Text30]Supervisor: 				 _________________________	      Date:      
[bookmark: Text31]Safety Officer Review:                                  _________________________ 	      Date:      
[bookmark: Text32]Fire Chief, or their Designee, Review:        _________________________       Date:      













