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Today’s
Date of
Time of
AM  PM

Name:       
Date:        
Injury/Accident:
     
Incident:       
 FORMCHECKBOX 
     FORMCHECKBOX 


Date Started with Troy Fire Department:     


Incident  FORMCHECKBOX 
     Training  FORMCHECKBOX 
     Other  FORMCHECKBOX 


IN CASE OF INJURY, MUST BE COMPLETED FOR THE INSURANCE COMPANY:

 Address:       
Phone:  (     )      
Birth Date:       
  (Home)
Number
Street
City
Zip

 Social Security Number:        
 FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Married             Number of Dependents:    

Employer
Employer

 Employer Name:       
Phone: (     )       
Address:       

 Yes  No



       

Yes  No

Did you seek medical treatment?  FORMCHECKBOX 
   FORMCHECKBOX 
              Did you lose time from work?  FORMCHECKBOX 
   FORMCHECKBOX 
                 How many days?    
Treatment Facility:      
Address:      
Exact location where injury/accident occurred:      
     

If injured, describe injury and part of the body injured:       
     

     

What happened? (give details of injury/accident, list equipment or action causing injury):      
     

Why did it happen?      
     

City Vehicle Number:       
Type of Equipment:       

Witness (es):       
  Yes  No

Have you previously been instructed on techniques to prevent this type of accident?  FORMCHECKBOX 
   FORMCHECKBOX 

If yes, by whom and when?      
 Yes  No

Have you previously been instructed on the use of this equipment?  FORMCHECKBOX 
   FORMCHECKBOX 

If yes, by whom and when?      

Practical suggestions to eliminate similar occurrences in the future:      
     

     
(If more space is needed, print the report and write on the back)




 

    Volunteer Firefighter Signature



(Date)

1-RM-4b: 2/13
VOLUNTEER FIREFIGHTER INCIDENT REPORT





This form is to be completed by the volunteer firefighter involved within 2 business days and submitted to their supervisor.








