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WORKERS’ COMPENSATION  
INCIDENT REPORT 

  
_______________________County 
  
Person Involved:___________________________________________________________  
  
Address:________________________ City:_____________________ State:___________   
  
Home Phone: _____________________Work Phone:_____________________________  
  
Date and Time of Incident:__________________________________________________  
  
Location of Incident:_______________________________________________________  
  
  
Please describe what happened:_______________________________________________  
  
________________________________________________________________________   
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Injuries Sustained:_________________________________________________________  
 
 
 
 

  

 
  
 
____________________________________                                 ____________________  
Signature                                                                                          Date  

  
  
  

Witness:__________________________________________________________________ 

Address:_____________________________City:_____________________State:_______   

 


