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	INCIDENT REPORT 
State Form 52359 (R3 / 7-23) 
INDIANA DEPARTMENT OF HEALTH
	Reference Number
Office Use Only

	
	
	



	INSTRUCTIONS:
	1. E-mail the completed report to the Agency Safety Officer.
2. For injury reporting, complete and send State Form 34401; First Report of Employee Injury, Illness; to Human Resources.



	SECTION ONE

	Type of incident 	
[bookmark: Check1][bookmark: Check3][bookmark: Text1]|_| Slip / Fall	|_| Auto / Shuttle	       |_| Theft	|_| Other:      

	Building
[bookmark: Check4][bookmark: Check6][bookmark: Check8]|_| 2 North Meridian (2NM)    |_| Laboratories    |_| Weights and Measures (W/M)    |_| 30th Street    |_| Center for Deaf and Hard of Hearing Education (CDHHE)    |_| Indiana Government Center (IGC)     |_| Other

	Department area
[bookmark: Text4]     

	Name of employee affected (last, first, middle initial)
     
	Telephone number
[bookmark: Text6][bookmark: Text29](     )       

	Date of incident (month, day, year) 
     
	Time of incident (24 hour)  
     

	Summary of Incident

	Who:       

	What:       

	Where:       

	When (include date (month, day, year) and time):       

	Why:       

	How:       

	Report completed by: 
[bookmark: Text14]     
	Date (month, day, year) 
     
	Telephone number
(     )       



	SECTION TWO

	Summary of preliminary investigation: 
[bookmark: Text17]     

	Preliminary investigator  
[bookmark: Text18]     
	Date (month, day, year) 
     
	Telephone number
(     )       



	SECTION THREE

	Summary of final investigation: 
[bookmark: Text25]     



	Investigation closed by:
[bookmark: Text26]      
	Date (month, day, year) 
     
	Telephone number
(     )       
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