COUNTY OF PLACER

WORKPLACE VIOLENCE INCIDENT REPORT

This report should be prepared by a county department when an incident of workplace violence occurs.  Send completed immediately to the Risk Management/Office of Investigations.

DEPARTMENT NAME:       .
LOCATION OF INCIDENT:       .
CONTACT PERSON/PHONE #:       .
DATE OF INCIDENT:       .   TIME OF INCIDENT:       .
PERSON(S) INVOLVED:       .   PHONE #:       .
ADDRESS:       .
WAS ANYONE INJURED:    FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO  If so, answer the following two(2) lines

NAME:        WAS MEDICAL TREATMENT REQUIRED?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

INJURY:         DOCTOR:       .
SUSPECT(S):       .
OTHER IDENTIFYING INFORMATION:       .
DESCRIPTION OF INCIDENT:       .
(if necessary, attach additional sheets.)

WITNESSES: 

NAME:       .  PHONE:       .
ADDRESS:       .
NAME:       .  PHONE:       .
ADDRESS:       .
DATE:       .  PREPARER'S SIGNATURE:  _____________________________________

FOR OFFICE USE ONLY

 FORMCHECKBOX 
  LEVEL I


 FORMCHECKBOX 
 LEVEL II

 FORMCHECKBOX 
 LEVEL III

Disposition:       
58-00101  10/95




Distribution:  White - Risk Management, Yellow - Department

