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INCIDENT REPORT

Submit to the ARB Health and Safety Officer 
within 24 hours from the date of discovery of the incident.

Instructions:  
Please complete this form for any incidents involving ARB employees that occur at any work location, including offsite or telecommute sites.

	DATE AND TIME OF INCIDENT

     
	NAME OF PERSON REPORTING INCIDENT

     

	INCIDENT ADDRESS, CITY, STATE, ZIPCODE 

     
	DIVISION/BRANCH

     

	BRIEF DESCRIPTION OF LOCATION OF INCIDENT

     
	WORK LOCATION ADDRESS OF PERSON REPORTING INCIDENT

     

	
	TELEPHONE
     
	EMAIL ADDRESS
     


TYPE OF INCIDENT (Check all applicable boxes)
 FORMCHECKBOX 

Assault




 FORMCHECKBOX 

Security Breach

 FORMCHECKBOX 

Personal Threat



 FORMCHECKBOX 

Physical Intrusion
 FORMCHECKBOX 

Disruptive Behavior


 FORMCHECKBOX 

Uncontrolled building access

 FORMCHECKBOX 

Robbery




 FORMCHECKBOX 

Other (Specify below)
 FORMCHECKBOX 

Weapon(s)




     
IDENTIFY ALL CONTACTS (check all applicable boxes)

 FORMCHECKBOX 

CHP/Local Police



 FORMCHECKBOX 

Building Security/Building Management

 FORMCHECKBOX 

9-911 Call



 FORMCHECKBOX 

ARB Health and Safety Officer

 FORMCHECKBOX 

ARB Administration


 FORMCHECKBOX 

Other (Specify below)







     







     







     
INCIDENT REPORT
Submit to the ARB Health and Safety Officer
within 24 hours from the date of discovery of the incident.

SUBJECT’S DESCRIPTION

Complete this section to describe the person(s) who may have caused the incident:

	NAME OF SUBJECT (alleged perpetrator):
     


	IS THE SUBJECT A STATE EMPLOYEE?

 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO
 FORMCHECKBOX 
  UNKNOWN
	GENDER (Check box)

 FORMCHECKBOX 
M      FORMCHECKBOX 
F
	APPROXIMATE HEIGHT
     
	APPROXIMATE WEIGHT
     
	APPROXIMATE

AGE
   


	Identifying Characteristics of Subject: (hair color, glasses, scars, clothing description, etc.)

	     

	DESCRIPTION OF INCIDENT (Provide detail)
Please describe incident, reporting facts including who, what, when, where, why, and how.  If more space is needed, please attach additional paper.

	     


	NAME OF PERSON REPORTING INCIDENT (Please print)

     
	SIGNATURE

	TITLE

     
	DATE

     


INCIDENT REPORT

Submit to the ARB Health and Safety Officer
within 24 hours from the date of discovery of the incident.

LIST ALL INDIVIDUALS INVOLVED

	  Check only one

 FORMCHECKBOX 
  VICTIM
 FORMCHECKBOX 
  WITNESS
	NAME

     

	STATE EMPLOYEE?


 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO

TELEPHONE NUMBER

     

	
	WORK LOCATION ADDRESS, CITY, STATE, ZIPCODE
     
	

	  Check only one

 FORMCHECKBOX 
  VICTIM
 FORMCHECKBOX 
  WITNESS
	NAME

     
	STATE EMPLOYEE?


 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO

TELEPHONE NUMBER

     

	
	WORK LOCATION ADDRESS, CITY, STATE, ZIPCODE
     
	

	  Check only one

 FORMCHECKBOX 
  VICTIM

 FORMCHECKBOX 
  WITNESS
	NAME

     
	STATE EMPLOYEE?


 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO

TELEPHONE NUMBER
     

	
	WORK LOCATION ADDRESS, CITY, STATE, ZIPCODE
     
	

	  Check only one

 FORMCHECKBOX 
  VICTIM
 FORMCHECKBOX 
  WITNESS
	NAME

     

	STATE EMPLOYEE?


 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO

TELEPHONE NUMBER

     

	
	WORK LOCATION ADDRESS, CITY, STATE, ZIPCODE
     
	

	  Check only one

 FORMCHECKBOX 
  VICTIM
 FORMCHECKBOX 
  WITNESS
	NAME

     
	STATE EMPLOYEE?


 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO

TELEPHONE NUMBER

     

	
	WORK LOCATION ADDRESS, CITY, STATE, ZIPCODE
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