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	CONFIDENTIAL
Oswego County Opportunities, Inc.
INCIDENT REPORT
	Program:
	[bookmark: Text96]     

	
	
	Department:
	[bookmark: Text97]     

	
	
	Site:

Safe Transfer & Movement
	
|_|Yes        |_|No    


[image: ]							           
												
FILL OUT COMPLETELY – PLEASE PRINT CLEARLY – ATTACH ADDITIONAL SHEETS IF NECESSARY

[bookmark: Check54]Employee Injury?    |_|Yes   |_|No  If yes, copy/fax to Human Resources: 598-4006

ORIGINAL – Send to Corporate Compliance Officer upon completion of form

Section A:  REQUIRED for all incidents
	Date of Incident:
	     
	Address where incident occurred: 
(Work site, intersection, client’s home, etc.)
	[bookmark: Text2]     

	Time of Incident:
	     
	[bookmark: Check3][bookmark: Check4]|_|a.m.    |_|p.m.
	County where incident occurred:
	

	Shift Start Time:                            |_|a.m.    |_|p.m.Using the key to the left, identify the parties below, by checking the appropriate column.

	Was the incident on OCO property?
	[bookmark: Check5][bookmark: Check6]|_|Yes        |_|No    

	E = Employee
C = Consumer
V = Volunteer
O = Other
	PARTIES INVOLVED:
	CONTACT INFORMATION:

	E
	C
	V
	O
	List all persons involved below
(Name or identifying number)
	Phone Numbers:
Day                          Evening

	[bookmark: Check7]|_|
	[bookmark: Check8]|_|
	[bookmark: Check9]|_|
	[bookmark: Check10]|_|
	[bookmark: Text6]     
	[bookmark: Text64]     
	[bookmark: Text65]     

	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	[bookmark: Check13]|_|
	[bookmark: Check14]|_|
	[bookmark: Text8]     
	[bookmark: Text66]     
	[bookmark: Text67]     

	[bookmark: Check15]|_|
	[bookmark: Check16]|_|
	[bookmark: Check17]|_|
	[bookmark: Check18]|_|
	[bookmark: Text10]     
	[bookmark: Text68]     
	[bookmark: Text69]     

	WITNESSES:  
[bookmark: Check19][bookmark: Check20] Were there any witnesses?   |_|Yes   |_|No    
	
If yes, complete the following     
	Phone Numbers:
Day
	
Evening

	1.  Name:
	[bookmark: Text12]     
	[bookmark: Text13]Address:       
	     
	[bookmark: Text71]     

	2.  Name:
	[bookmark: Text15]     
	[bookmark: Text16]Address:       
	[bookmark: Text72]     
	[bookmark: Text73]     

	3.  Name:
	[bookmark: Text18]     
	[bookmark: Text19]Address:       
	[bookmark: Text74]     
	[bookmark: Text75]     



[bookmark: Check21][bookmark: Check22][bookmark: Check23]Section B:  EMPLOYEE INCIDENT |_|Full Time |_|Part Time |_|Sub  |_|N/A - check box and move to Section C 
	Employee’s Name:
	[bookmark: Text21]     
	Program where Employed:
	[bookmark: Text22]     

	Home Address :
	[bookmark: Text23]     
	Occupation/Title:
	[bookmark: Text24]     

	City:
	[bookmark: Text25]     
	State:
	NY
	ZIP:
	[bookmark: Text27]     

	Normal Schedule:  |_|Sun  |_|Mon  |_|Tue  |_|Wed  |_|Thu  |_|Fri  |_|Sat
	Date Supervisor was notified:
	     

	What was the Employee doing when the incident occurred?
[bookmark: Text29]     


	Describe the Incident/Injury/Exposure:
[bookmark: Text30]     



	Nature of Injury and Body Parts Affected:
[bookmark: Text31]     

	Was medical attention necessary?
	[bookmark: Check31][bookmark: Check32]|_|Yes    |_|No
	If yes, time seen:
	     
	|_|a.m.    |_|p.m.
	Date seen:
	     

	Name of Clinic, ER or Provider:
	[bookmark: Text34]     
	Was any time lost from work?
	[bookmark: Check35][bookmark: Check36]|_|Yes    |_|No

	Address:
	[bookmark: Text35]     
	Last Day Worked:
	     

	[bookmark: Check37][bookmark: Check38]Is there suspected exposure to Bloodborne Pathogens?   |_|Yes    |_|No
[bookmark: Check39]If YES, complete a Blood and Bodily Fluids report & send to HR immediately.     Report completed & sent: |_| 

	EMPLOYEE INJURY/EXPOSURE: Fax or send front of this form to HR at 598-4006 immediately


Section C:  NON-EMPLOYEE INCIDENT	|_|N/A	- check box if this is an Employee Incident; be
									   sure to complete Section B before continuing
	Describe the Incident/Injury/Exposure:
[bookmark: Text89]     

	[bookmark: Check55][bookmark: Check56]Was medical Attention necessary?  |_|Yes    |_|No    (If YES, fill in the information below)
	

	Physician/Hospital Name:
	[bookmark: Text39]     
	Is there suspected exposure to bloodborne pathogens?
	[bookmark: Check47][bookmark: Check48]|_|Yes        |_|No

	Physician/Hospital Address:
	[bookmark: Text40]     
	Have appropriate program-specific forms been completed?
	[bookmark: Check49][bookmark: Check50]|_|Yes        |_|No

	If available, attach physician’s statement



Section D:  PERSON FILLING OUT THIS FORM:
	

	What would you suggest that might help prevent this from happening in the future?  (Attach additional sheet, if needed.)

[bookmark: Text95]     





Section E:  FIRST AID – ANY MEDICAL ASSISTANCE PROVIDED ONSITE
	1.  Was First Aid administered?
	[bookmark: Check51][bookmark: Check52]|_|Yes    |_|No
	Describe the First Aid  that was given:
	[bookmark: Text41]    


Section F: SIGNATURE AND DATE – PERSON FILLING OUT THIS FORM
· FILL OUT BOXES BELOW AND GIVE ENTIRE REPORT TO YOUR SUPERVISOR

	1. Person completing this form (print name):
	     
	2.  Job Title:
	     

	3. Signature of person completing this form:
	     
	4. Date:
	     

	5.  Your Department:
	     
	[bookmark: Text99]6. Your Service Area/ Program:            

	7. The information provided in this report is true, to the best of my knowledge         (initial)



Section G: FOR SUPERVISORS
	Supervisor Review
(print  name)
	Program Coordinator Review
(print  name)
	Director Review
 (print  name)

	[bookmark: Text50]     
	[bookmark: Text51]     
	[bookmark: Text52]     

	Initials:
	[bookmark: Text53]Date:       
	Initials:
	[bookmark: Text54]Date:       
	Initials:
	[bookmark: Text55]Date:       

	Recommended Actions
	Health Coordinator Review (Head Start, Daycare & UPK )
	Recommended Actions

	[bookmark: Text56]     
	[bookmark: Text57]     
	[bookmark: Text58]     

	
	Initials:
	[bookmark: Text59]Date:       
	

	
	Recommended Actions
	

	
	[bookmark: Text60]     
	

	Target Date:
	     
	Target Date:
	     
	Target Date:
	     


Section H: COMPLETED BY SENIOR DIRECTOR OF OPERATION
_____ Incident has been resolved and no further action is needed at this time. 
_____ Incident requires follow-up to prevent recurrence.
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Helping People. Supporting Communities. Changing Lives.




