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Accident Report Form
(for reporting purposes)

Details of the compiler if different from the injured person (name, surname, job title, telephone number) ________________________________________________________________________________________
DETAILS OF EXPOSED OPERATOR
Surname and name _______________________________________________________________________
Date of birth ________________ Place of birth ________________________________________________
Job title ________________________________________________________________________________
E-mail and/or mobile ______________________________________________________________________
Relevant Department ______________________________________________________________________
Person responsible ________________________________________________________________________

INFORMATION ON THE ACCIDENT
Date of accident ________________ Time __________ Place  (specify exact address)__________________
________________________________________________________________________________________
Brief description of the accident (in the case of a commuting accident, specify whether other vehicles were involved): Description of the facts (e.g. prior to the accident, dynamics, situation after the event, tangible causes)
________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________
First INAIL (Italian National Institute for Insurance against Accidents at Work) accident medical certificate attached	No 	Yes 
Nature of the injury (as described in the medical certificate) _____________________________________
Anatomical position of the injury _____________________________________________________________
First certificate prognosis 	_______________ days

Date _____________________					    Signature of injured person (or compiler)

__________________________________
This form must be handed in together with the First Accident Medical Certificate to the INAIL reporting officer of the relevant structure 
PROFESSIONAL OCCUPATIONAL MEDICINE UNIT
Via P. Palagi 9 | 40138 Bologna | Italy | Tel. Back Office + 39 051 2084076/77/78/79 | Tel. Responsible Doctors + 39 051 2084080/81/82/85 |e-mail: servmedlav.medicinadellavoro@unibo.it Certified e-mail (PEC): medicina.lavoro@pec.unibo.it 
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