FMD SAFETY INCIDENT REVIEW (SIR)
Name of Employee:
SIR Completed By:

Date of SIR:

Incident Type (sprain/strain, cut/contusion, eye injury, insect bite, burn, or break) :
1.  WHEN DID INCIDENT OCCUR (Time/Date):
2.  WITNESSES:
3.  WHERE DID INCIDENT OCCUR (bldg. name, room #):
4.  WHAT TYPE OF INJURY RESULTED, IF ANY:
5.  HOW DID THE INJURY OCCUR (Explain incident/accident in detail):
6.  CONTRIBUTING FACTORS:
7.  MEDICAL TREATMENT RECEIVED (includes duty designation – no duty, restriction; prescriptions issued, etc.):

8.  IMPACT – on CAMPUS and FMD, IF ANY:
9.  LESSONS LEARNED:
10.  ACTION PLAN (What to do to prevent/avoid fm happening again; suggestions/recommendations).
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