Venue Details
Venue Name____________________________________

Local Council____________________________________

Incident Date_____ /_____ /______  Time_____________
Personnel  Details

Casualty Name____________________________________
Gender:        (  Male           (  Female

Date of Birth_____ /_____ /______

Address________________________________________

Phone_________________________________________

Existing Medical Conditions_________________________
Under 10`s Parent / Guardian Present: Yes / No

Parent / Guardian Name____________________________
Address________________________________________

Phone No______________________________________
Signature________________________________________
Witness Name (1)________________________________
Address________________________________________

Phone No______________________________________
Witness Name (2)________________________________

Address________________________________________
Phone No______________________________________
1st Responder Details
Staff Name_______________________________________
Staff Activity (at time of incident) ____________________
Staff Position_____________________________________
Was consent provided for treatment    (  Yes  (  No
If ‘No’ state reason________________________________
Staff Signature____________________________________
Duty Staff Name__________________________________
Incident Management

Incident Identified by:

( Facility staff                                        ( Patron
( Teacher/instructor                            ( Contractor

Other (Specify) ___________________________________

Incident Responded to by:

( Facility staff                                        ( Patron
( Teacher/Instructor                            ( Contractor

Other (Specify) ___________________________________

Qualification of Respondent
( Senior first aid                                   ( Pool Lifeguard

( Bronze medallion                              ( CPR

( Swim/Gym instructor                       ( Nil

Other (Specify) ___________________________________

Equipment Used

( Throw bag/rope                               ( Reach pole

( Life ring/tube                                    ( Spinal equipment

Other (Specify) ___________________________________
Incident Location

( Indoor pool                                          ( Outdoor pool

( Spa                                                         ( Sauna/steam

( Pool concourse                                   ( Fitness centre 

( Changing areas                                    ( Slide 

( Crèche                                                  ( Wave pool 

( Facility entry/exit                                ( Hydro pool 

( Plant room                                           ( Cafe

Other (Specify)__________________________________

________________________________________________

Probable Cause of Incident

( Temperature related                           ( Overexertion

( Inappropriate behaviour                     ( Collision

( Medical condition                                 ( Slip/trip

( Fall from height                                     ( Alleged assault

( Facility maintenance                            ( Drugs/alcohol

Other (Specify) ___________________________________
________________________________________________

Nature of Injury
( Abrasion/graze                                     ( Laceration/cut

( Bruise/contusion                                  ( Muscle injury
( Inflammation/swelling                        ( Burn/s
( Loss of consciousness                          ( Poison/toxic
( Suspected spinal                                   ( Blood nose

( Asthma                                                    ( Headache

( Suspected fracture                               ( Blister/s
Other (Specify) ___________________________________
________________________________________________________________________________________________
Location of Injury (please circle/tick)
            [image: image1.wmf]
( Head                                     ( Eyes: L/R
( Nose                                     ( Mouth / Chin
( Neck                                     ( Shoulder L/R
( Upper Arm: L/R                  ( Forearm: L/R
( Hand: L/R                             ( Fingers/Thumb
( Chest                                     ( Abdomen
( Upper Back                          ( Lower Back
( Pelvic Area                          ( Backside
( Upper Leg: L/R                    ( Lower Leg: L/R
( Foot: L/R                              ( Toes
Other (Specify) ___________________________________
________________________________________________________________________________________________
                            Please turn over to complete this form.
Treatment Provided

( Clean                                                    ( Gauze/Band Aid

( Conforming bandage                        ( Crepe Bandage

( Eye/Burns module (circle)               ( Wound closure
( Pressure / Elevation

( CPR: Length of time____________________________
( Oxygen therapy: Length of time___________________
                                    Pressure_______________________
( Ice/cold compress: Length of time_________________
( Defibrillation: Details____________________________
( Other (Specify) ________________________________

_______________________________________________

Treatment Time

( 0-4 minutes                              ( 5-9 minutes

( 10-14 minutes                         ( 15-19 minutes

( 20-29 minutes                         ( Greater than 30 minutes

Incident Referral (if applicable)
( Hospital by ambulance                      ( Doctor (Patrons)

( Hospital by car                                    ( Doctor (Local)

Hospital/Ambulance Details________________________
Details of additional referrals _______________________
_______________________________________________
Notifiable Incidences


Leading to death, requiring treatment due to exposure, treatment as an in-patient, amputation, serious head / eye injury, separation of skin from tissue, electric shock, spinal injury, loss of bodily function and/or serious lacerations.

( Yes - notifiable

( No - not notifiable                                    
Staff Injuries only
Injured persons role______________________________
Injured persons job type (full time / part time / casual)     

______________________________________________ 

Training provided________________________________
Rehabilitation status______________________________                                
Prevention
( Report to Supervisor                         ( Hazard report 
( Fault report                                         ( Guest education

Other (Specify)___________________________________
Cause of injury investigated: YES / NO
Hazard report needed: YES / NO

Policy / Procedure Review (if applicable)
( Ops Manual/Emergency Procedure: YES / NO / NA                           

( OH&S/Risk Assessments: YES / NO / NA

( Training plan/Training criteria: YES / NO / NA
Other (Specify) __________________________________

Additional Notes

__________________________________________________

________________________________________________
________________________________________________

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
______________________________________________​​​​​__

________________________________________________

All the information provided is true and correct
I am satisfied with the procedure and treatment that

the facility staff have provided.
Injured Person / Guardian Signature:

__________________________________________

Follow Up Completed: YES / NO
Details______________________________________
___________________________________________

___________________________________________

___________________________________________
___________________________________________
___________________________________________
Facility Managers Sign Off
All actions completed and signed off:
Facility Managers Name: ________________________

Facility Managers Signature: _____________________
FACILITY OPERATORS LOGO HERE

FACILITY OWNERS LOGO HERE

