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	Employee Involved in the Occupational Accident;

	Full Name:
	

	Turkish ID No..:
	

	Department/Unit:
	[bookmark: _GoBack]

	Positioni:
	

	Date and Time of Accident:
	

	Injured Parts of the Body:
	

	Tools and Equipment Used During the Occupational Accident:
	


	Describe the entire process of the workplace accident in detail, from beginning to end.

	

	
	Full Name:
	Positioni:
	Cep Telefonu:

	Unit Manager:
	
	
	

	Witness, if any:
	
	
	

	Second Witness, if any:
	
	
	


Signature of the Person Involved in the Occupational Accident
Note:
1. The form will be filled out by the employee who suffered the workplace accident.. 
2. This document, along with any accompanying documents/photographs/diagrams related to the workplace accident, will be archived in the personnel file.
3. The personnel reporting the workplace accident send this report, along with copies of all attachments, to the Occupational Health and Safety and Occupational Diseases Application and Research Center.
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Prof.Dr.Tansel HACIHASANOĞLU
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