State of Rhode Island
Department of Administration

INCIDENT REPORT

Last Name First Name

Age Gender Email Address

MlI

Home Phone Work Phone Cell Phone

Address City St

Zip

Injury Sustained/ Property Damage*

Where Incident Occurred

Agency Name & Division

Address

Date of Incident Time (Including AM or PM)

Witness Info: Last Name First Name

State Employee? If So, For Which Agency Do They Work?

MI

Home Phone Work Phone Cell Phone

Address City St

Zip

Visitor Sought Medical Treatment? (Yes, No, Unknown)

Treatment Facility Main Phone

Address

Addit’l Comments*

* (If needed, continue answering the question on page 3.)



This section is to be completed by a witness to the event. - Please describe the incident, without subjective comments
as to the circumstances surrounding it. *

Please check any/all of the below which help describe what happened to the Visitor

Struck By/Against Slip/Trip/Fall Caught Between
Equipment Floor Door and Frame
Person Electrical Cord Equipment & Wall
Falling Object Stairs Tool and Object
Other Grounds Other
Describe: Other Describe:

Describe

Signature of the witness

* (If needed, continue answering the question on page 3.)



THIS SECTION IS FOR CONTINUING RESPONSES TO PREVIOUS QUESTIONS.
Please state which question you are responding to, here.

Form Preparer’s Printed Name

Preparer’s Signature Date Prepared

Dept./Agency Phone




	Last Name: 
	First Name: 
	Age: 
	Gender: 
	Email Address: 
	Home Phone: 
	Work Phone: 
	Cell Phone: 
	Address: 
	City: 
	St: 
	Zip: 
	Injury Sustained Property Damage 1: 
	Injury Sustained Property Damage 2: 
	Injury Sustained Property Damage 3: 
	Where Incident Occurred: 
	Agency Name  Division: 
	Address_2: 
	Date of Incident: 
	Time Including AM or PM: 
	Witness Info Last Name: 
	First Name_2: 
	State Employee: 
	If So For Which Agency Do They Work: 
	Home Phone_2: 
	Work Phone_2: 
	Cell Phone_2: 
	Address_3: 
	City_2: 
	St_2: 
	Zip_2: 
	Visitor Sought Medical Treatment Yes No Unknown: 
	Treatment Facility: 
	Main Phone: 
	Address_4: 
	Additl Comments 1: 
	Additl Comments 2: 
	as to the circumstances surrounding it 1: 
	as to the circumstances surrounding it 2: 
	as to the circumstances surrounding it 3: 
	as to the circumstances surrounding it 4: 
	as to the circumstances surrounding it 5: 
	as to the circumstances surrounding it 6: 
	as to the circumstances surrounding it 7: 
	as to the circumstances surrounding it 8: 
	as to the circumstances surrounding it 9: 
	as to the circumstances surrounding it 10: 
	as to the circumstances surrounding it 11: 
	as to the circumstances surrounding it 12: 
	undefined: 
	Describe 1: 
	Describe 2: 
	undefined_2: 
	undefined_3: 
	Describe: 
	Describe 1_2: 
	Describe 2_2: 
	Please state which question you are responding to here 1: 
	Please state which question you are responding to here 2: 
	Please state which question you are responding to here 3: 
	Please state which question you are responding to here 4: 
	Please state which question you are responding to here 5: 
	Please state which question you are responding to here 6: 
	Please state which question you are responding to here 7: 
	Please state which question you are responding to here 8: 
	Please state which question you are responding to here 9: 
	Please state which question you are responding to here 10: 
	Please state which question you are responding to here 11: 
	Please state which question you are responding to here 12: 
	Please state which question you are responding to here 13: 
	Please state which question you are responding to here 14: 
	Please state which question you are responding to here 15: 
	Please state which question you are responding to here 16: 
	Please state which question you are responding to here 17: 
	Please state which question you are responding to here 18: 
	Please state which question you are responding to here 19: 
	Please state which question you are responding to here 20: 
	Form Preparers Printed Name: 
	Date Prepared: 
	DeptAgency: 
	Phone: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off


