First-Aid Treatment Record

Injured Person
Employee Name*:

Job Title:

Department:

Incident Details

Date of Incident*:

Time of Incident*:

Location of Incident*:

Body Part Affected*: N > Options: Head, Eye, Ear, Nose, Mouth, Neck,
Shoulder, Arm, Elbow, V. “isi, 'ar. !, Fir.yer, Chest, Abdomen, Back, Hip, Leg, Knee, Ankle, Foot, Toe,
Multiple, Oth .

Nature of Inj. “y/lllr <*: > Options: Cut/Laceration, Bruise/Contusion,

P .n, 1 racture € .cain/Sw ain, Puncture, Foreign Body, lliness, Other

First Aid Treatment Provided*:

First Aider Name*:

First Aider Signature*: (Sign
above)

O Referred to External Medical Facility
Medical Facility Details: (Fill only if applicable)

Witnhesses
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