	
ACCIDENT REPORT FORM (AC1) (Please complete ALL sections) 
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	To Be Completed by the Person Reporting the Accident:

	Name of Person Reporting:
	Telephone No: 

	Job Title:

	Directorate/School:
	Department: 


	Please Provide Details of Accident Victim:

	Forename:


                                                Surname:

	Address:


	Job title:
	Telephone Number


	Please specify which of the following applies to the accident victim (Please tick box)

	Staff (          Public (          Visitor (          Councillor (          Contractor (          Pupil(          Service User (
Other (Please specify) 






	Accident Details

	Date of Accident/Diagnosis:
/         /
	Time of Accident (24 hour clock):  __ __  : __ __


	Site or Premises Where Accident Occurred:

	Specific Location of Accident at the Site:

	Brief Description of Accident/Disease/Dangerous Occurrence in the victim’s own words – where possible this section will be completed by the victim:                  

 



	Injury - Please specify the part(s) of the body injured and a description of the injury: (burn, cut , muscle injury , bone fracture etc )



	Treatment

	Was any first aid administered?
Yes (

No (
If ‘YES’ please specify:  














If ‘YES’, by whom? (If council employee, please specify name & department) 


	Was victim sent to hospital for medical treatment from scene of accident?

Yes (

No (


	Witness(es) Details

	Name(s):
	Address(es):


	Telephone No.(s):


	If victim is a Vale employee or agency member of staff, were they off work because of the accident? Yes (
No (



	Signed by person completing form:




Date:          /         /

	


	Manager report of accident 
This section needs to be completed and signed by a manager by answering the following questions
 

	What work/activity was taking place at the time of the accident:


	

	What happened in the lead up to the accident?



	Environmental conditions at the time of the accident? Please attach photographs of the accident scene where possible.


	Actions taken to prevent a similar accident occurring


	Other relevant information:



	Manager / Supervisor Print Name:                                                  Signed:                                                         Date:        /         /



When both sections are completed, please email this form to healthsafetycorporate@valeofglamorgan.gov.uk
	To be completed by Health & Safety Officer:

    

	Investigated: 
      No 
Rec’d:
/         /
Officer:
	Yes
	
	No
	
	Date Received
	
	H & S Officer
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