
INCIDENT REPORT FORM
This report is to be completed by the Worksite Supervisor within 24 hours of the incident. This form is 

Department of Employment Services.

Host Agency: _________________________________      Date of  Incident:  _____________________________

Worksite : ___________________________________       Worksite Supervisor: ___________________________

Name of person(s) involved:____________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Witness(es):  (Title: Supervisor, Youth, etc.) and Telephone number:

1.) _______________________________________       Phone:  ___________________________________
2.) _______________________________________       Phone:  ___________________________________

Other remarks: 
______________________________________________________________________________________
______________________________________________________________________________________

The Department of Employment Services is an 
Equal Opportunity Employer/Provider. Language 
interpretation services are available without cost.
Auxiliary aids and services are available upon 
request for individuals with disabilities.

GOVERNMENT OF THE DISTRICT OF COLUMBIA
Muriel Bowser, Mayor

MAYOR MARION S. BARRY
SUMMER YOUTH EMPLOYMENT PROGRAM


