
 
PRELIMINARY REPORT OF MISHAP FOR CIVILIAN EMPLOYEES 

 

 

 

 

 

NAME _____________________________  JOB TITLE _________________________ 

 

 

WORK SECTION __________________________________________________________ 

 

 

MISHAP REPORTING OFFICIAL ____________________________   PHONE __________________ 

             (POINT OF CONTACT) 

 

DATE/TIME OF MISHAP ___________________  LOCATION OF MISHAP _____________________ 

 

EMPLOYEE WORK SCHEDULE:  S  M  T  W  Th  F  Sat (Circle employee work days)  

 

 

IMPORTANT INFORMATION 

 
1.  THIS REPORT MUST BE PROMPTLY COMPLETED BY ACTIVITY SUPERVISOR/MANAGER ON DUTY. INJURED 

    EMPLOYEE IS NOT TO PREPARE THIS REPORT. 

2.  EMPLOYEE SHOULD BE REFERRED TO THE PERSONNEL OFFICE IF MEDICAL TREATMENT WAS DECLINED 

    AT TIME OF ACCIDENT AND EMPLOYEE DETERMINES MEDICAL TREATMENT IS REQUIRED AT A LATER DATE. 

3.  SUBMISSION OF THIS FORM TO THE NAF PERSONNEL OFFICE SHOULD BE NO LATER THAN ONE DAY 

    FOLLOWING REPORT AFTER INJURY. 

 

EQUIPMENT/PROPERTY/VEHICLE INVOLVEMENT 

 

EQUIPMENT/PROPERTY DAMAGE (TYPE) _____________________________________________  

 

COST ESTIMATE _______________ 

 

 

SYNOPSIS OF EVENTS 

(DESCRIBE MISHAP BRIEFLY: WHOM, WHAT, WHERE AND WHY. LIST ANY EQUIPMENT INVOLVED) 

 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

______________________________________________________________________________________ 
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HAZARD PRECEDING THE ACCIDENT 

(DESCRIBE UNSAFE ACT & UNSAFE CONDITIONS) 

 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 
 

 

BASIC CAUSES - JOB FACTORS, PERSONAL FACTORS 

(WHY THE HAZARDS EXISTED) 

 

____________________________________________________________________________________

_____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

___________________________________________________________________________ 

 
 

 

LOSS POTENTIAL - FREQUENCY/SEVERITY 

(HOW SERIOUS OR FREQUENT COULD THIS LOSS BE?) 

 

____________________________________________________________________________________

_____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

___________________________________________________________________________ 
 

 

CORRECTIVE ACTION AND DATE TAKEN 

 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 
 

 

REPORTED BY _______________________________ DATE/TIME ______________________ 

 

SUPERVISOR'S SIGNATURE _____________________________________________________ 

 

BRANCH/SECTION HEAD SIGNATURE_____________________ TEAM LEADER _____________ 

 

FOR WORKERS’ COMP REP ONLY: 

 

DATE ORIGINAL FORWARDED TO NAF PERSONNEL ___________________________________ 

 

DATE COPY FORWARDED TO MCCS SAFETY OFFICE __________________________________ 

 

DATE COPY FORWARDED TO UNION SAFETY OFFICE _________________________________ 

   (as appropriate) 

 

 


