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Oklahoma State University

Fire Service Training
Initial Incident Report

 damage or injury 

Date Reported:_______________________


Time Reported:_________________

Date of Incident:______________________


Time of Incident:_______________

Street Address of Incident:_______________________________________________________

Municipality:_______________________________________ County: _____________________
Type of Incident:
[ ] Student Injury     [ ] Property Damage     [ ] Instructor Injury




[ ] Other______________________________________________

Name of Injured or Damaged Equipment:___________________________________________ 
Address:______________________________________________________________________

_____________________________________________ Phone:__________________________


Date of Birth:_______________________
Sex:
M
F


Organization:________________________________
Supervisor:_________________________

Nature of Injury/Illness/Damage:___________________________________________________

_____________________________________________________________________________

Indicate Location of Injury or Damage:______________________________________________

_____________________________________________________________________________

Severity: [] Disabling    [] Non-Disabling    [] Fatality    [] Unknown (Requires Follow-up)

Level of Care:  [] Treated at Scene
[] Transported to Medical Facility    [] Refused Treatment 



 [] None Required

Name or Agency Providing Treatment/Transport:_____________________________________

Name of Medical Facility:_________________________________________________________

Instructor Recommendation for Prevention of Recurrence:______________________________

_____________________________________________________________________________

Injured Party Recommendation for Prevention of Recurrence:___________________________

_____________________________________________________________________________

Cause:  [] Fall    [] Struck By Object   [] Lifting   [] Sharp Object  [] Thermal/Burns   [] Action


 [] Other______________________________________________________________

Unsafe Act:  [] Yes     [] No   ___________________________________________________

Unsafe Condition: [] Yes     [] No  ________________________________________________

Sketch Attached:  [] Yes     [] No

Photos Attached:  [] Yes     [] No

Narrative:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Witness Information:

Name:_____________________________

Name:______________________________

Address:___________________________

Address:____________________________

__________________________________

___________________________________

Phone:____________________________

Phone:______________________________

Lead Instructor:_______________________________________________________________

Additional Instructors:__________________________________________________________

Course Name:_________________________________________________________________
Additional Notifications:

[ ] __________________________________________________________________________

[ ] __________________________________________________________________________
[ ] Chief or Employer ___________________________________________________________
Report Completed By:__________________________________
Date:________________________

Injured Party Signature:________________________________
Date:________________________

Copy Provided To:
[] FST   [] Chief/Employer 
[] Injured Party   [] Other___________________
# of Pages Attached: ______________
DIRECTIONS:  

The lead instructor shall insure this form is completed for all incidents that involve injury and equipment or property damage. Attach additional documentation/narrative if pertinent. Completed forms shall be delivered or faxed to OSU FST’s Director within 3 days of the incident.

In the Event Of Serious Injury or Death Notify FST Director Immediately 1-405-744-5727
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 Fire Service Training          800-304-5727 or 405-744-5727,     fax 405-744-7377
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