
For Environment, Health & 
Safety Use Only 

 
Acc. Ref. # _____________________ 
 
Classification 

 Cm Hlth Care    Lost Time 

 Incident       No Treatment 

 First Aid    Br Athl Clin 

 Br Hlth Ser    Health Care 

  Slip, Trip, and Fall 
  Incident Report 
   
 

Fill out in addition to an Injury/Incident Report 

Date of Slip, Trip, and Fall (D/M/YY) 
 
                    /            / 

Time of Injury/Incident 
(HH:MM)                                                                                  

 am         

 pm         

 Brock Employee 

 Brock Student 

 University Visitor 

 Other: 

Last Name First Name Gender 

 Male 

 Female 

Phone Number 

Address 
 

                            City                               Postal Code 

Age:     0-10            21-39 

            11-20          40-59 

                                60+ 

Location of Slip, Trip, and Fall: 

 Outdoors 

 Indoors 

Where did the slip, trip and fall occur? (include all specific information including parking lot number, 
building, floor number, or all that applies. Attach photo of footwear and incident area if possible and mark 
the attached map with location information) 
 

 
Included: 

 Photos 

 Map      

Incident was related to (check all that apply): 

 Uneven surface 

 Indoor or outdoor tripping hazard (clutter on floor, cords not taped down, etc.) 

 Behaviour (rushing, inhibited vision, etc.) 

 Mis-step 

 Fall from height 

 Footwear 
     Specify: ________________________________________________________________________ 

 Other 
     Specify: ________________________________________________________________________ 
 

Is there a departmental 
policy/procedure that could have 
prevented the slip, trip, or fall?  
 

 Yes 

 No 
 
If yes please list and provide policy/ 
procedure location: 
 
 

Precisely outline the sequence of events and conditions that lead up to the slip, trip, or fall.  If an object was being carried during the 
incident, detail the size, weight, and type of material. 
 
 
 

Environment Canada’s Weather Report during incident (www.weatheroffice.gc.ca) 
 
 
 

Personal Weather Observations during incident 
 
 
 

Witness Statement (if applicable) 
Name: ___________________________ Department: ___________________________________ Ext. or Phone Number: __________________ 
Statement: 
 
 
 

 

 

 Name of person who completed this form  Department/Extension   Date 
 

 
I hereby confirm all information provided above is correct to my knowledge 

 

Signature                             Date 

 
Distribute copies within one business day.     White copy: Human Resources and Environment, Health 
This form must be completed and returned to HR-EHS    & Safety 
along with the Injury/Incident Report within 2 business Yellow copy: Person/Department of Origin 

days. Pink copy: Supervisor 



 


