
PERSONAL INFORMATION:
HOME PHONE CELL PHONE / WORK PHONE

CITY / STATE ZIP CODE EMAIL ADDRESS

NAME OF HEALTH SCIENCES PROGRAM: YEAR IN STUDY

INCIDENT / DAMAGE DETAILS:
DAY OF WEEK TIME INCIDENT OCCURRED

Month Day Year

DESCRIPTION OF INCIDENT (INCLUDE APPROXIMATE TIMES, NAMES OF OTHER INDIVIDUALS, ETC.)

HOME PHONE CELL PHONE / WORK PHONE

CITY / STATE ZIP CODE

HOME PHONE CELL PHONE / WORK PHONE

CITY / STATE ZIP CODE

COMPLETE THIS SECTION FOR PERSONAL INJURIES:
BODY PART AFFECTED SEVERITY OF INJURY CAUSE OF INJURY (BE SPECIFIC) TREATED BY

RIGHT LEFT
HEAD
NECK
SHOULDER
ARM ADDITIONAL BODY PART(S) AFFECTED :

ELBOW
WRIST
HAND SUPERVISOR'S / MANAGER'S REMARKS

FINGER(S)    ___________________________________________________________________________
CHEST    ___________________________________________________________________________
HIP    ___________________________________________________________________________
LEG    ___________________________________________________________________________
KNEE     ____________________________________________________   ______________________________

ANKLE                                                          NAME DATE
FOOT REPORT COMPLETED BY: DATE REPORTED TIME REPORTED:

TOE(S)
OTHER

FORM:  IR-ORM-1-10/07

ADDRESS  (STREET & NO.)

~~ PLEASE FAX COMPLETED REPORT TO GW'S OFFICE OF RISK MANAGEMENT AT 202-994-0130. ~~

     Health Sciences Programs
INCIDENT REPORT

NAME

Return to the Office of Health Sciences Programs within 24 hours at 900 23rd Street, NW, 6th floor  .
Phone (202) 994-3725  | Fax (202) 994-1299   

ADDRESS  (STREET & NO.)

    _____________________________________________________________________________________________________________________________________________

    _____________________________________________________________________________________________________________________________________________
    _____________________________________________________________________________________________________________________________________________
    _____________________________________________________________________________________________________________________________________________

ADDRESS  (STREET & NO.)

WITNESS #2 NAME

    _____________________________________________________________________________________________________________________________________________

    

SPECIFIC LOCATION OF INCIDENT (Building And Room, Or In Relation To Known Fixed Object)INCIDENT DATE

    

WITNESS #1 NAME

AM
PM

1ST
2ND

GW STUDENT
STAFF

MINOR FIRST-AID

SEVERE NON-DISABLING

DISABLING

FATALITY

OBJECT (MACHINERY)
EQUIPMENT / TOOLS

HAZARDOUS SUBSTANCE

OTHER _________________

EMERGENCY ROOM

PRIMARY CARE PHYS.

OTHER  ____________

AM

PM

OTHER ______________

GW STUDENT
STAFF
OTHER ______________

3RD
4TH

UNDERGRAD PROGRAM
GRADUATE PROGRAM
CERTIFICATE PROGRAM


