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Description automatically generated]Serious Incident Report Template 
When to Use This Form
This report should be prepared for any incident to any patient, visitor, medical professional or staff member that occurs on the premises that is not minor. 
An incident is not minor and requires a report if: 
the incident resulted in death, injury or hospitalisation
any case of assault, abuse, neglect or exploitation (alleged or witnessed)
there is an injury to the head or where a person loses consciousness
a person sustains an injury to the eyes or where teeth are broken or dislodged
a person sustains broken bones or lacerations requiring sutures
it is necessary to transport an injured person to the hospital
medical attention is provided onsite by an ambulance officer or health care professional, or such treatment is reported by the student, visitor or parent at a later date.
	Personal Details of Patient/Visitor/Staff Member/Medical Professional

	First name:
	

	Family name:
	

	Employee
Patient
Contractor/Volunteer
Visitor
Medical professional

	Date of birth:
	____/____/____
	Age:
	

	Department:
	

	Name of emergency contact:
	

	Address:
	



	Contact number:
	

	Incident Details

	Date:
	____/____/____
	Day of week:
	

	Time:
	__________ a.m./p.m.
	Location:
	





	[bookmark: _Hlk111643554]Describe the incident, illness, trauma, or injury sustained.

	







	State exactly what happened.

	






	Medical/Treatment Details

	Was first aid given by staff?
		☒Yes   	☐No

	Was further medical attention given?
		☐Yes	☐No

	If yes, on whose authority?
		☐Doctor	☐Nurse
	☐CEO / COO	☐Other: ____________________

	Subsequent treatment (if known)
	

	Certification

	The emergency contact of the affected person has been notified if practicable.
	☐Yes   ☐No

	The affected person has been kept under observation for a reasonable period.
	☐Yes   ☐No

	First aid was provided.
	☐Yes   ☐No

	Medical assistance has been obtained.
	☐Yes   ☐No

	Name of person completing the form:
	

	Signature:
	


	Date
	____/____/____



	Witness to Incident

	First name:
	

	Address:
	


	Contact number:
	

	When did the incident occur?

	






	Where did the incident occur?

	






	What activity was the person engaged in?

	






	How did the incident occur? Be sure to mention any article or aspect of the environment involved, e.g. slipped in a bathroom.

	







	What were the injuries/suspected injuries?

	








	What treatment for the injury/injuries (if any) was provided at the place where the incident occurred?

	








	Who was the affected person first referred to?

	








	Who was present when the incident occurred?

	







	Name(s) of staff member(s) responsible for supervising the area at the time of the accident

	









	If you witnessed the incident, please sketch the scene (marking your location, the location of the affected person, other clients or staff present, any buildings and any other landmarks) in the box below. 
Your location should be marked X, and the location of the affected person should be marked Y.

	





















Signature: ________________________________________   




	Statement by Injured/Affected Person

	My full name is:
	

	My address: is:
	
	Postcode:
	

	My date of birth is:
	____/____/____
	Age:
	

	I am an:
· Employee
· Patient
· Contractor/Volunteer
· Visitor
· Medical professional

	Write what happened in your own words.

	

























	Please sketch the incident to accompany your statement (marking your location, other clients or staff present, any buildings and any other landmarks) in the box below. 
Your location should be marked X.

	























	









Signature: ________________________________________   

	Information Regarding Remedial Action (Human Resource Manager or COO to Complete)

	Debriefing
	




	Counselling
	




	Management support
	




	Rehabilitation
	




	Referral to any other external service
	· No
· Yes – Please provide further details below:










	Full name:
	

	Position:
	

	Signature:
	

	Date:
	____/____/____

	The form is to be emailed to the CEO.

	Date sent:
	____/____/____
	Time:
	________ a.m./p.m.
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