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	Health Care Programs
Incident Report

	Worker’s last name

 STYLEREF  FormClaimNumber  \* CHARFORMAT  STYLEREF \* CHARFORMAT FormLastName 
	Worker’s first name

 STYLEREF  FormFirstName  \* CHARFORMAT 
	Middle initial

 STYLEREF  FormInitial  \* CHARFORMAT 
	WorkSafeBC claim number

 STYLEREF \* CHARFORMAT CLAIM_NUMBER 
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	Health Care Programs
Incident Report

	
	Incident Report Date (yyyy-mm-dd)




Worker’s information
	Worker’s last name
     
	First name
     
	Middle initial
     
	WorkSafeBC claim number
     
	Phone number (include area code)
     


Health care provider’s information

	Provider’s/company’s name
     
	Payee number

     

	Program name (if applicable) (e.g., OR1, OR2, Pain program, Physiotherapy, etc)


	Mailing address
     

	City

     
	Province

     
	Postal code

     
	Phone number (include area code)
     
	Fax number (include area code)
     


WorkSafeBC’s information

	WorkSafeBC Board Officer name (please print)

	Phone number (include area code)
     

	Was the Board Officer contacted to discuss this report if necessary? (e.g., serious issues/concerns, change in service and/or care plan)

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

	If yes, name of person contacted

	Date contacted (yyyy-mm-dd)


	If no, explain why not




Incident details
	Date of incident (yyyy-mm-dd)
     
	Time of incident (24 hr clock)

     
	Incident location:

     

	Select the type of incident (one or more may be selected, as applicable):

	Worker/home related

 FORMCHECKBOX 
 worker complaint/concern

 FORMCHECKBOX 
 worker injury/fall

 FORMCHECKBOX 
 threat or verbal/physical abuse 
     towards worker

 FORMCHECKBOX 
 worker exposure

 FORMCHECKBOX 
 procedural error/unsafe practice by 
     staff, affecting the worker

 FORMCHECKBOX 
 threat to worker safety

 FORMCHECKBOX 
 environment hazard/faulty 
     equipment

 FORMCHECKBOX 
 other
	Staff/personnel/facility related
 FORMCHECKBOX 
 staff complaint/concern

 FORMCHECKBOX 
 staff injury (relating to worker’s 
     care/treatment)

 FORMCHECKBOX 
 threat or verbal/physical abuse 
     towards staff

 FORMCHECKBOX 
 staff exposure

 FORMCHECKBOX 
 threat to staff safety
 FORMCHECKBOX 
 environment hazard/faulty 
     equipment

 FORMCHECKBOX 
 other
	Risk management/security related

 FORMCHECKBOX 
 theft/loss of worker property

 FORMCHECKBOX 
 damage to worker property

 FORMCHECKBOX 
 theft/loss of Provider/staff property

 FORMCHECKBOX 
 damage to Provider/staff property

 FORMCHECKBOX 
 privacy/confidentiality violation

 FORMCHECKBOX 
 other

	Description of event (provide details of the events leading up to and after the accident/incident)
     

	Was anyone injured as a result of this incident?  If so, provide details of the injury sustained and to whom 
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
     

	Were emergency service required?    

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No


Action plan/recommendations
	Immediate action plan (describe what corrective measures were taken immediately following the incident)

     

	Follow-up/recommendations (provide details of any subsequent recommendations and/or action to be taken, and by whom)

     


Additional information/comments 
	(Include witness statements if/as applicable)

     


I hereby certify that the information contained herein is complete and accurate to the best of my knowledge.

	Name of person completing the form
     
	Title

     
	Signature


	Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8 a.m. to 6 p.m.
	Fax 

604.233.9777
Toll-free 1.888.922.8807
	Mail
WorkSafeBC
PO Box 4700 Stn Terminal
Vancouver BC  V6B 1J1

	
	
	


WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s FIPP Office, at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or email FIPP@worksafebc.com, or call 604.279.8171.
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