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	City of Columbus 

Department of Human Resources

90 West Broad Street, R00m 311

Columbus, Ohio  43215


	Incident/Occurrence of Workplace Violence



This form should be filed within two (2) working days of incident.

	Incident Information & Location:

	
	
	
	

	Date of Incident:
	     /     /     
	Time of Incident:
	     :         FORMCHECKBOX 
 a.m.    FORMCHECKBOX 
 p.m.

	
	
	
	

	Type of Incident: (check all that apply)
	 FORMCHECKBOX 
 verbal abuse
	 FORMCHECKBOX 
 physical assault
	 FORMCHECKBOX 
 threats

	
	 FORMCHECKBOX 
 theft
	 FORMCHECKBOX 
 property damage
	 FORMCHECKBOX 
 hostility

	
	
	
	

	
	 FORMCHECKBOX 
 Other (explain):
	
	

	
	
	
	

	Description of Incident:
	     

	
	
	
	

	
	
	
	

	Location of Incident:
	 FORMCHECKBOX 
 office
	 FORMCHECKBOX 
 clinic
	 FORMCHECKBOX 
 parking lot

	
	 FORMCHECKBOX 
 client’s home/business
	 FORMCHECKBOX 
 street
	 FORMCHECKBOX 
 Other: _____________

	
	

	Incident Address:
	     

	
	

	Victim Information:

	
	

	Victim Name:
	     

	
	

	Victim Information: (check one)
	 FORMCHECKBOX 
 employee
	 FORMCHECKBOX 
 supervisor
	 FORMCHECKBOX 
 visitor

	
	 FORMCHECKBOX 
 patient
	 FORMCHECKBOX 
 volunteer
	 FORMCHECKBOX 
 Other: _____________

	
	

	Department:
	     
	Division:
	     

	
	

	 FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Female
	Was medical attention required?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	
	

	Suspect  Information:

	
	

	Suspect Name:
	     

	
	

	Suspect Information: (check one)
	 FORMCHECKBOX 
 employee
	 FORMCHECKBOX 
 supervisor
	 FORMCHECKBOX 
 visitor

	
	 FORMCHECKBOX 
 patient
	 FORMCHECKBOX 
 volunteer
	 FORMCHECKBOX 
 Other: _____________

	
	

	Department:
	     
	Division:
	     

	
	

	 FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Female
	

	
	

	
	

	
	
	

	Signature of person submitting report (required)
	
	             Printed name of person submitting report                              Date

	
	

	Submit completed form to your department/division Human Resources Office

	
	

	This section to be completed by the Human Resources Officer/Manager

	
	

	Is report finalized?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Date investigation completed:      /     /         If not completed, explain:

	     

	
	

	Dept./Div. Location of completed report:
	     

	Name/Phone of incident investigator(s):
	     

	Investigation Findings:
	 FORMCHECKBOX 
 Workplace violence     FORMCHECKBOX 
 Was not a workplace violence incident    FORMCHECKBOX 
 Other:

	             Please explain:
	     

	
	

	Was employee(s) who filed report notified of findings?
	   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Action taken:
	

	     

	
	

	
	
	

	
	
	

	Signature of HR Officer/Manager
	Date

	
	

	May 13, 2002
	PO11-5


Return completed form to Department of Human Resources, Occupational Safety & Health Programs Administrator


[image: image1.wmf]_1078929771.doc
[image: image1.png]*
‘0








