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Risk Management Committee


WORKPLACE POTENTIAL HAZARD REPORT
INSTRUCTIONS

Complete the report within one working day of your being made aware of the hazardous situation.

Do include any work related event or circumstance that indicates a potential safety hazard to either an employee or to a visitor in your work area.

Do not use this form to report EMERGENCY situations!!
Do not include any event that already requires accident or injury documentation.

UNIT                                                                                         Date  ______________                                      
EXPLANATION OF WHAT YOU SAW, OR WHAT HAPPENED.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

STATE THE POTENTIAL RISK(S).

______________________________________________________________________________

______________________________________________________________________________

WHERE DID IT HAPPEN/WAS IT OBSERVED?  (Include the exact location)

______________________________________________________________________________

______________________________________________________________________________

WHAT PREVENTIVE ACTION IS NEEDED?  (Your recommendation)

______________________________________________________________________________                                                                                                                    

______________________________________________________________________________

______________________________________________________________________________

Forward a copy of this report to your Unit's Risk Management Coordinator.
Submitted by (optional): Name _________________________  Phone # __________________                                                               
Date submitted: ____________________________________________

Action Taken:  ________________________________________________________________

Unit R/M Coordinator: _______________________________ Date: _____________________

Action Taken: _________________________________________________________________

Department R/M Coordinator _________________________ Date: ______________________

Action Taken: _________________________________________________________________

Supportive Services Staff: ____________________________ Date: ______________________

WHAT ACTION HAS BEEN INITIATED/COMPLETED?  (If any)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________                                                                                                                 

______________________________________________________________________________
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