
INCIDENT REPORT
Please print or type to complete this form.  Mark N/A if the question is not applicable.  Please complete this report immediately and send in accordance with the instructions below.  If multiple people are affected, fill out a separate form for each person.  
I. INFORMATION ABOUT AFFECTED PERSON

Full Name of Injured/Ill Person (“Affected Person”): 

Home Address: 

City: _________________________ State: _______ Zip: __________    Male: ______ Female: 

Phone: Home: (      ) ____-________ Work: (      ) ____-________ Cell: (      ) _____-__________ 
Email: 
  Social Security #: 

DOB: _______________ Hire Date: ___________ If Minor, Parent or Guardian Name: 


Month/Day/Year                               Month/Day/Year
Supervisor: _______________ Occupation: ______________ Department: ________________________

Network Channel: ____________ Production Entity: _____________ Production Title: ______________

Worker/Visitor Status:  Staff________ Freelance/Temp: __________ Spectator/Visitor: __________ 

If Incident Involved Vendor or Contractor, provide name, address, phone: 

II. INFORMATION ABOUT THE INCIDENT
Date of Incident: ___________ Time: ________ AM/PM   or   Time Undetermined?  Y/N
Time Affected Person began work on day of Incident: ________________ AM/PM

Exact location of Incident: ____________________ City:                                       State: ___ Zip: 

Description of Incident as stated by Affected Person: 

Object Causing Injury: ___________ Body Part: ______________ Affected Person’s Initials: _________

Description of Incident by person completing report (if different than above) (include any tools, equipment, 
material the affected person was using or exposed to): 

Injury Type (Examples: strained lower back; lacerated left second finger below lower knuckle; lost 
consciousness; burn with blister on right knee): ______________________________________________________________

What was the Affected Person doing just before the Incident? 

III. INFORMATION ABOUT HEALTH CARE

( On-site Treatment or Set Medic Only      ( Off-site Treatment

Name of physician or other health professional: 

Hospital/health care facility name and location: 

Address: 

Was Affected Person treated in emergency room? Y/N 
Was Affected Person hospitalized overnight as an in-patient? Y/N

If Affected Person died, when did death occur?  


Month/Day/Year

Did Affected Person receive instructions from medical provider to restrict work duties?  If so, provide name of medical provider who gave instructions and what was instructed: 

IV. RETURN TO WORK

Did Affected Person return to work? ________________

If time away from work applies; please note the dates: _____________________


Date Affected Person returned to work: ______________________________

Last Day Affected Person worked: __________________________________


V. PROPERTY DAMAGE

If the Incident involved damage to property, please include the following:  
Description of Incident: 

Age of property: ____________ Estimated value of property: ___________ 
Condition of property before and after Incident: 

VI. INCIDENT FOLLOW-UP INFORMATION 

Name of Witness(es)/Phone: 

Who was working in area at time of Incident? (if different) 

Supervisor name/phone/email: 

Who inspected Incident area after Incident occurred? 

Condition of Incident area upon inspection: 

Additional Comments: 

VII. REPORT PREPARED BY:

Name: _______________________________________ Title/job position: 

Address: ______________________________ City: ________________ State:         Zip: 
 
Telephone: (     )____-_______ Email: _________________________ Case No. on OSHA Log: 

Signature: ________________________________________ Date of Report: ________________




Month/Day/Year
ALL Claims need to be Reported to Dave Posner at Hub Entertainment 818-257-7455 or email david.posner@hubinternational.com 
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