Blinn College
Incident Report
*Form to be completed within 48 hours of the incident
	Today’s Date:  Click here to enter a date.
	[bookmark: Text1]Time:        ☐ am  ☐ pm    

	Person Involved Information

	Name: (last)                                                          (first)                                                              
	Sex: |_| M |_| F

	[bookmark: Check1] |_| Faculty     |_| Staff         |_| Student        |_| Visitor
	Campus: |_| Brenham  |_| Bryan  |_| Schulenburg  |_| Sealy

	Phone:  (     )      
	Email:                                           Blinn ID:      

	Work Phone:      
	Department:      
	Bld:      

	Job Title:      
	Supervisor:      
	Supv. Ext.       

	Incident Information

	[bookmark: _GoBack]Incident Date: Click here to enter a date.                                                                   Incident Time:           am / pm

	Campus: |_| Brenham  |_| Bryan  |_| Schulenburg  |_| Sealy
	Building:      
	Area/Room:      

	|_|Off site:       

	Incident Type
	Cause
	Result of Event

	|_| Medical 
	|_| Machinery
	|_| Motor vehicle
	|_| Abrasion
	|_| Laceration
	|_| Amputation

	|_| Trauma
	|_| Electrical
	|_| Fall
	|_| Sprain
	|_| Fracture
	|_| Burn

	|_| Safety
	|_| Chemical
	|_| Slip/Trip
	|_| Vision loss
	|_| Heat exhaust
	|_| Heat stroke

	|_| Fire
	|_| Tool
	|_| Vehicle
	|_| Cold Expose
	|_| Elec.  Shock
	

	|_| Near Miss
	|_| Other:      
	|_| Other:      

	|_|Other:      
	
	

	Involved Body Part

	|_| Head         |_| Face            |_| Neck         |_| Chest           |_| Abdomen          |_| Back

	 |_| Right    |_| Left        
	|_| Arm     |_| Wrist      |_| Hand     |_| Fingers      |_| Leg      |_| Knee         |_| Ankle      |_| Foot

	Medical Actions

	|_| First Aid (only)        
	Transported to:   |_| Clinic  |_| Hospital  
	By:  |_| EMS  |_| Car       
	Admitted: |_| Yes  |_| No

	Back to work/class:   |_| Yes  |_| No     
	Work Restrictions:  |_| No  |_| Yes (list) :        

	After Action Review

	What happened:      
 

	

	What was supposed to happen:      




	Immediate actions:      




	Corrective actions:      




	Submitter Information

	Name:      
	Phone Ext.      
	Email:      

	Signature:      


*Completed form to be submitted to the Emergency Management/Safety Coordinator for All Incidents. Human Resources to additionally receive a copy for employee injury or illness.                                                                                                                                                                                                        Ver. 4-2014 
