[image: image1.png][\ CAL STATE SAN BERNARDINO
University Enterprises Corporation




5500 UNIVERSITY PARKWAY, SAN BERNARDINO, CALIFORNIA  92407-2397

Phone Number (909 ) 537-7589

Fax Number (909) 537-7712
WITNESS’
REPORT OF INCIDENT
Name __________________________________  Job Position/Title_______________________
Shift Hours _________________________
Supervisor’s Name __________________________

Date and time of incident ______________________  Location __________________________

Name(s) of other witness’ if applicable: ___________________________________________

______________________________________________________________________________

Describe how the incident occurred: ________________________________________________
______________________________________________________________________________

______________________________________________________________________________

What part of the body was injured: _________________________________________________

Describe the injuries in detail, if possible: _______________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Could anything be done to prevent incidents of this type?  If so,what? _____________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Signature of witness ____________________________________  Date __________________
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