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INC ID ENT  RE P O RT  FO RM  
    

This form should  b e used  for notification of all instances involving p ersonal injury to, 
or p rop erty d amage of, third  p arties occurring on d enominational p rop erty or d uring 
d enominationally sponsored  activities.  This is not a claim  form  and  should  not b e 
completed  b y a potential claimant.   

O rg anisation  D etails 

Institution/C hurch/School_________________________________________________   

A d d ress _______________________________________________________________  

 _________________________________ State ______________ Postcode ________  

P hone ____________________________ Fax _________________________________  

Injured  P erson  

Name  _________________________________________________________________  

A d d ress  _______________________________________________________________  

 _________________________________ State ______________ Postcode ________  

P hone ____________________________ G end er _____________ A ge _____________  

D etails of Injury or P rop erty D am ag e  

A p p arent injury or p rop erty d amage ________________________________________  

 ______________________________________________________________________  

 ______________________________________________________________________  

Was the injury of a serious nature?     Y es / No    if yes, give d etails 

 ______________________________________________________________________  

 ______________________________________________________________________  

Treatm ent G iven  (if any) 

F irst aid  given b y  _______________________________________________________  

A d d ress _______________________________________________________________  

T reated  b y d octor (name) ________________________________________________  

A d d ress _______________________________________________________________  

M ed ical d iagnosis b y d octor (if know n) ______________________________________  

A mbulance involved ?  Y es / No  d epot ______________________________________  

H osp ital treatment?  O utp atient/admitted  ___________________________________  

Name of hosp ital ________________________________________________________  
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W hen, W here, H ow  

D ate of incid ent  _________ / ________ /20 ___________ time ___________ am/pm 

E xact location __________________________________________________________  

Full d escrip tion of incid ent includ ing typ e of activity &  names of all 

P ersons d irectly involved  _________________________________________________  

 ______________________________________________________________________  

 ______________________________________________________________________  

(attach separate statem ent if space insufficient) 

Was a registered  motor vehicle involved ?  Y es / No 

If yes, give d etails _________________________________________________________  

Were police involved ?  Y es / No    

If yes, give name of office &  station ___________________________________________  

W itnesses – ob tain  &  forw ard  W ritten  Statem ents 

Name  ___________________________________________________________________  

A d d ress  _________________________________________________________________  

 _________________________________ State ______________ Postcode ________  

Name  _________________________________________________________________  

A d d ress  _______________________________________________________________  

 _________________________________ State ______________ Postcode ________  

Name  _________________________________________________________________  

A d d ress  _______________________________________________________________  

 _________________________________ State ______________ Postcode ________  

C laim  Potential 

H as any claim b een mad e?   Y es / No 

If answ er “no”, do you anticip ate a claim w ill b e made __________________________  

If claim has b een made, w as it verb al / in  w riting ? _____________________________  

If “verb al”, p lease give full d etails __________________________________________  

 ______________________________________________________________________  

If “in w riting ” p lease take a cop y for your record s and  attach the original document 
to this report. 
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O rg aniser or C ontroller of activity 

Name  _________________________________________________ T itle ____________  
 Surname C hristian Name 

A d d ress  _______________________________________________________________  

 _________________________________ State ______________ Postcode ________  

P hone ____________________________ Fax _________________________________  

Signed  __________________________________ D ate ______ / ______ /20 ________  

O fficial T itle ____________________________________________________________  

Signed  _______________________________________________ (P rincip al/M anager) 

NO TE :  D O  NO T  A D M IT  L IA B IL IT Y ! 
 To d o so m ay p rejud ice your liab ility p rotection. 

� M ail this report p romptly to: R isk M anagement Service    
  Locked  B ag  20 14     
  W AH R O O NG A NSW  20 76     

� E nsure your sup ervisor has b een informed  and  has signed  this form 
p rior to mailing    

� If the incid ent is serious, immed iately p hone (02) 9847 3372 or F ax 
(02) 9489 7428 

� Sup p ly originals of all correspond ence, accounts, and  other documents 
relating to the incid ent.    

� K eep  cop ies for your ow n record s. 

� P lease keep  the R isk M anagement Service p romptly ad vised  of any 
further d evelopments. 

� This form is not to b e used  for w orkers’ compensation claims. 
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