[Company Logo]   [Company Name]
FIRST AID INCIDENT FORM
	Form No.:
	[Reference Number]

	Date:
	[DD/MM/YYYY]

	Time:
	[Time]

	Location:
	[Work Location]



Person Treated
	Name
	 

	Employee ID / Visitor / Contractor
	 

	Department / Company
	 

	Age
	 

	Contact Number
	 



Complaint or Injury
  Cut / abrasion
  Burn
  Sprain / strain
  Eye irritation / foreign body
  Fainting / dizziness
  Headache / fever
  Allergic reaction / insect bite
  Other: [Details]
	Brief description of what happened
	 

	Work-related? (Yes / No)
	 

	Body part affected
	 



Treatment Given
	Treatment given
	 

	Given by (first-aider name)
	 

	Time taken
	 



	Supply Used
	Quantity
	Restock Needed

	[Sterile dressing / bandage]
	[Number]
	[Yes / No]

	[Antiseptic solution]
	[Number]
	[Yes / No]

	[Burn gel / cold pack]
	[Number]
	[Yes / No]



Outcome
  Returned to work
  Rested and returned to work after [Number] minutes
  Sent home – HR informed
  Referred to doctor / hospital: [Hospital Name]
  Treatment refused (signature obtained)
  Accident report form raised (No. [Reference Number])
I confirm that I received the first aid described above.

	______________________________
Person Treated
[Name]
Date: [Date]
	______________________________
First-aider
[First-aider Name]
Date: [Date]


Monthly First Aid Log
	Date
	Name
	Complaint
	Treatment
	Outcome
	First-aider

	[DD/MM/YYYY]
	[Name]
	[Complaint]
	[Treatment]
	[Outcome]
	[Name]

	[DD/MM/YYYY]
	[Name]
	[Complaint]
	[Treatment]
	[Outcome]
	[Name]

	[DD/MM/YYYY]
	[Name]
	[Complaint]
	[Treatment]
	[Outcome]
	[Name]
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