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Section 1: 

Date & Time  of Incident: __________ / __________ / __________               ________________AM / PM 

Incident Type: □ Injury  

□ Illness 

□ Security 

□ Near Miss - Person or property 

Damage  

□ Property 

□ Vehicle 

□ Environment    

□ Other: Explain   

Full Name of affected person:  Date of birth:  

Location of incident:   

Incident reported to:  

Relationship of affected person 
to MVRC: 
(Moonee Valley Racing Club) 

□ MVRC Employee   □ Contractor □ Patron 

□ Other: Please provide details.   _____________________________________ 
______________________________________________________________ 

 (If another Company is involved please state company details i.e. name and number) 

Description of what happened: (describe clearly how the incident occurred and the events that led up to the occurrence of 
the incident) What tasks was the affected person completing at the time? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: (Attach photographs, sketches etc, if applicable) 

Has the affected person ever 
been involved in a similar 
incident? 

□ Yes.  In what year did this occur? _____________ □ No  / Unknown 

Indicate Treatment Given: □ First Aid  

□ Referred to a Doctor 

□ Sent to Hospital 

□ Ambulance Attended 

□ Refused Treatment 

□ Nothing Required  
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To be completed where the person is injured or ill 

Please highlight affected body part. 

 

Please indicate what type of First Aid was administered: 
 
 
 

Full Name of First Aider  

First Aider Phone Number (w) (h) (m) 
    

Section 2: To be completed for MVRC Employees only – otherwise proceed to Section 3 

Was the employee on duty at the time of the incident: □ Yes □ No 

If Yes:  
 how long was the employee on duty before the incident occurred:  ________________________________________ 

 did the employee return to work after the incident?  Please circle                            Yes                   OR                    No  

 did the employee cease work after the incident?      Please circle                            Yes                   OR                    No  

 date & Time employee ceased work:    Date:  _____________________                Time: _______________________ 

Was incident reported to a supervisor □ Yes  □ No   

Full name of supervisor  
 

Section 3: To be completed if any person witnessed the incident  

Witness statement: (describe clearly the witnesses version of the incident) – use additional paper if requried 

 
 
 
 

Full Name of Witness   

Witness Contact Phone No. (w) (h) (m) 

Is the witness a □ MVRC Employee □ Other: Please specify:  
 

Section 4: To be completed by person completing this Form 

Full Name  

Position  

Contact Phone No. (w) (h) (m) 

Date form completed  

Please ensure you present this completed form to your Supervisor on the day of the incident. 
The Supervisor is then responsible for ensuring this form is presented to the Risk and Compliance 
Manager within 24 hours of the incident occurring. 


