
 
 

 
 

 
 

            Injury Report Form 
To be completed by staff within 1 hour of incident/accident and submitted to FCR Office 

Incident Date: ____________________________ Incident Time:________________________________________  

Injured Person Name:___________________________________________________________________________ 

Address: ______________________________________________________________________________________ 

Phone Number: _______________________________________________________________________________ 

Male/Female: ________________________________ Date of Birth: ____________________________________ 

 

Details of Incident: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Injury Type: ____________________________________________________________________________________ 

Does Injury require Hospital/Physician? Yes: _______________________ No: ____________________________ 

Hospital Name: __________________________________________________________________________ 

Address: _______________________________________________________________________________ 

Hospital Phone Number: __________________________________________________________________ 

Injured person/Party Signature: ______________________________________ Date: ______________________ 

 

Important Notes and Instructions:  

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Prepared By: ______________________________ Date: ________________________________ 
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