Employee Incident Allianz @
Report Form

An Incident Form must be completed in the event of an occurrence
which may gﬂfe rise to a dalrn for mdemmty

Name of Faéility/SeMce: . Policy Number:

Address:
Telephone Number: Facsimile No:
Email:

Employee Type Category

Name: Administration Staff: O Permanent m}
Address: Catering Staff: O Temporary O
Consultant: O Agency O
Staff No: Household Staff: O Contractor O
Date of Birth: NCHD: O
Gender: Male: O Female: O Nursing: O
Paramedical: O
Porter/Attendant: O

Other (Please specify)

Pathology O Toilet/Bathroom

O Accident & Emergency Grounds

O o
O Cafeteria O Lift O Physiotherapy O Ward:
O Car Park O Kitchen O Rehabilitation O X-Ray
O Corridor O OPD O Theatre O Other:

Condition of Location:

Eye Spla.ﬁh. e . $harps Injury

O Assault - Physical O O Lifting Load |
O Acquired Infection O Fall - Level O Needlestick Injury O Other (Please categorise)
O Burn O Fall - Height O Clean Needle O
O Chemical O Lifting Patient O Dirty Needle O

e






