
	Date of Accident:


	Time of Accident:
	Exact Location of Accident:

	Name of Injured Person:


	Address of Injured Person:
	

	Age:
	Sex:

        Male

        Female
	Normal Employment:
	Exact Employment at time of Accident:



	Was person Injured an:     (Please tick appropriate box)

        Employee of the Company                 Visitor                         Student                     Sub Contractor                Other

                              

	Brief Details of Accident:



	Brief Details of Injury Received:


	Taken to:              Hospital

                               Home

                               Returned to Work

(Please tick appropriate box)

	
Was Accident Classed as:                             Minor                          Reportable                               Major

(Please tick appropriate box)

State Date & Time Accident entered in the Company’s Accident Book:


	Action Required/Taken to prevent a Reoccurrence:



	If absent from work as a result of the accident - Date Returned to Work: 



	If applicable - Date Accident reported to Environmental Department:



	Report Compiled by:


	Designation:
	Signature:
	Date:


MAD SOUNDS


COMPANY ACCIDENT REPORT FORM:        (Form MS.) ARP/1)


								Accident No. ------			











