Accident Report
This report must be completed and submitted to Farabee Mechanical’s Office Manager within 24 hours of the incident.
Verbal notification must be made immediately in case of serious accident or injury.
Complete Pages 1 & 3 for all incidents, and appropriate section(s) of Page 2.

	GENERAL INFORMATION (complete for all incidents)

	Report Completed by:
	
	Title:
	

	Date Completed:
	
	Date Submitted:
	

	Project Name:
	
	Project Number:
	

	Project Location:
	

	Date & Time of Accident:
	
	Work Activity:
	

	Where Occurred:
	
	 On-Site     Off-Site

	Type of Incident:
	  Personal Injury/Exposure
	    Property Damage/Fire
	  Vehicle Accident

	FMI Employee(s) Involved:
	

	Subcontractor(s)/Visitor(s)/Third parties Involved:
	

	
	

	Description of Incident.  Describe any equipment or materials involved or damaged, or chemicals/hazardous materials involved or released. Attach additional pages and drawings as necessary.

	

	Diagram of Accident:

	

	Notifications Made (date & time):

	Project Manager:
	
	Health & Safety:
	

	Client:
	
	Other (specify):
	

	Agency Responding:
	
	Report No.
	

	Agency Responding:
	
	Report No.
	

	Photos taken? (Y/N, sent to):
	

	Witnesses:  List below.  Attach signed statements.

	Name:
	
	Phone Number:
	

	Employer:
	
	Address:
	

	Name:
	
	Phone Number:
	

	Employer:
	
	Address:
	

	
PERSONAL INJURY/EXPOSURE (complete only if injury/exposure occurred)
Attach the doctor’s report of medical treatment, with clearance to return to work as appropriate.

	Employee’s Name:
	
	SSN (HR fill in):
	

	Employer:
	
	Job Title:
	

	Home Address/Phone:
	

	Body part(s) injured/exposed:
	

	Description of injury/symptoms:
	

	Is this a recurring injury?:
	

	First aid (description, given by):
	

	Did employee go to hospital, clinic, doctor or other medical facility? (Y/N):
	

	If no, was employee given the option of receiving medical attention? (Y/N):
	

	Medical Facility Name:
	

	Address:
	

	Doctor Name/Phone Number:
	

	Describe medical care given:
	

	Was employee admitted to hospital (list hospital)?
	

	Hospital Address:
	

	Date employee returned to work, if known:
	

	Employee normally works: 
	
	days/week, 
	
	hours/day

	Work restrictions:
	

	Is employee to return to see doctor? (Y/N):
	
	Date/Time:
	



	PROPERTY DAMAGE/FIRE (complete only if property damage or fire involved)

	Name of Employee Involved:
	
	Employer:
	

	Other person involved, if any:
	
	Employer:
	

	Equipment/property damaged:
	

	Property owner:
	

	Property owner’s address/phone:
	

	Describe damage:
	

	Estimated cost of damage:
	



	VEHICLE ACCIDENT (complete only for vehicle accidents involving ITSI employees on public roads)

	Accident Type:
	 Backing
	 Rear end
	 Head on
	 Side swipe
	 Other: 

	Injury (Y/N):
	
	Property Damage (Y/N):
	

	If injury or property damage, fill out “Injury” or “Property Damage” section(s)

	Violation/citation issued (Y/N):
	
	Violation/Citation Number:
	

	Driver’s Name:
	
	Driver’s lic. number & state:
	

	Seat belts worn?
	
	
	

	Vehicle make, model, year:
	
	Lic. plate number & state:
	

	Vehicle owner:
	
	Address:
	

	Describe vehicle damage:
	

	Other vehicle make, model, year:
	

	Other vehicle license plate number & state:
	

	Other vehicle driver:
	

	Other vehicle driver’s address/phone:
	

	Describe damage to other vehicle:
	

	Insurance:
	

	Pedestrians/bystanders involved:
	



	ACCIDENT INVESTIGATION

	Direct cause of accident:

	Contributing Factors (Mark “yes” and explain ALL factors which contributed to the incident)

	Item
	Yes
	No
	Explain

	Safety policies/regulations – lack of understanding of policies or regulations.  List applicable.
	
	
	

	Job hazard assessment – hazard assessment not performed, or hazards not identified.
	
	
	

	Safe work procedures – not developed for the operation or not adequate.
	
	
	

	Training – employees did not have the appropriate or updated training for the operation.
	
	
	

	Communication – hazards, safe work procedures, and/or work rules not communicated to workers.
	
	
	

	Enforcement – work rules not enforced adequately or consistently.
	
	
	

	Employee behavior - employee inattention, speeding, or horseplay involved in the incident.
	
	
	

	Housekeeping – housekeeping was not performed regularly or adequately on site.
	
	
	

	Inspections – site or equipment inspections not performed initially, regularly, and/or thoroughly.
	
	
	

	Maintenance – equipment not maintained regularly, proactively or adequately.
	
	
	

	Proper Equipment – the proper tools or equipment were not provided or not used for the operation.
	
	
	

	Equipment or material failure – equipment or material that failed contributed to incident.
	
	
	

	Personal Protective Equipment – not provided, not used, or not used properly by individual.
	
	
	

	Personal physical factors – such as strength, physical condition, prior injuries were a factor.
	
	
	

	Drugs or alcohol –drug or alcohol use may have been a factor in the incident.
	
	
	

	Environmental or chemical factors – vapors, dust, noise, glare, or heat/cold were a factor. 
	
	
	

	Other:

	
	
	



	CORRECTIVE ACTIONS (describe corrective actions which will address each item identified above)

	Action Item
	Assigned To
	Date Due
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	SIGNATURES

	Employee:
	
	Date:
	

	Supervisor:
	
	Date:
	

	Office Manager:
	
	Date:
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