
 

 

 
 
 
 
 
 
 
 
 

Injured Person Incident/Accident Report Form 
 
Incident Date: _________________________Incident Time:____:____ 
 
Incident Location: ______________________________________________________________ 
 
Name of Person Injured: ________________________________________________________ 
 
Date of Birth: _______________________________Age in Years:_______________ 
 
SAQ Member No: ______________________________________________________ 
 
Address: ______________________________________________________________________ 
 
Phone – Home: _________________________ Phone – Work: ___________________________ 
 
Name of Parent/Guardian: ________________________________________________________ 
 
Address of Parent/Guardian: ______________________________________________________ 
 
Was an Ambulance Required: YES/ NO 
 
Was Medical Treatment Required: YES/ NO 
 
Details of the actual injury: 
 
 
 
 
 
 
Name of Medical practitioner: ____________________________________________________ 
 
Address of Medical Practitioner: __________________________________________________ 
 
Name of Hospital Injured Person Admitted to: ________________________________________ 
 
Name of any other persons injured 
as a result of this incident: (please 
complete a separate form for each 
person) 
 
1._______________________________________ 
2._______________________________________ 
3._______________________________________ 
 
Name of Witness/s: ___________________________________________________ 
 
Address of Witness/s:__________________________________________________ 
 
Phone No of Witness: __________________________________________________ 
(Attach details if more than one witness) 
 
This form was completed by:  
 
______________________________________   Date: ____________________ 



 

 

 (Name & Signature) 


