
 

 

 

 

 

 

WORKPLACE INCIDENT FORM  

(To be completed by host employer) 

 

TYPE OF INCIDENT  

Workplace Injury / Accident  Host Staff member Complaint 

Patient Complaint  Other 

 

NATURE / DESCRIPTION OF INCIDENT   

 

Full Name  

Signature  

Date  

Time of Report   

 

 

 

 

INCIDENT DETAILS  

Hospital / Organisation  

Department  

Name Of Nurse / Candidate  

Date Of Incident   

Time Of Incident   

Date Of Report  

Time Of Report   



 

 

 

 

 

 

 

MANAGER’S COMMENTS   

 

Full Name  

Signature  

Date  

Time of Report   

 

 

Email completed form to: recruitment.vic@lumiacare.com.au  

 

Please refer to the I-Nurse by Lumia Care Privacy Policy regarding the collection of personal information.  

 

 

(OFFICE USE ONLY) 

Incident Number  

Date Received  

Time Received  

Recipient Name  

Position  
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