
Incident Report 

The personal information is being collected under the authority of the Safety Codes Act, and will be managed in compliance with the Freedom of Information and Privacy Act. 
Enquiries may be sent to Government of Alberta, Municipal Affairs, 16th Floor, 10155 – 102 Street, Edmonton, Alberta, T5J 4L4 or emailed to safety.services@gov.ab.ca.

 Discipline 
 Electrical 

Reason for Report 
 Fatality Injury Livestock Fatality Property Damage Environmental Damage  Health Risk

Powerline Contact Fire and/or Explosion Carbon Monoxide Poisoning  Unsafe Condition 

Location of Incident 
Date of incident Time of incident Municipality 

Location – Full address (Apartment, Street, City/Town, Province) OR (Section, Township, Range, Meridian) Postal Code 

Person Submitting this Report 
Name Occupation 

Address Phone Number 

Date Reported 

Injuries (If Any) 
Name of Injured Person Occupation Age Phone Number 

Address Postal Code 

Description of Injuries 

Name of Injured Person Occupation Age Phone Number 

Address Postal Code 

Description of Injuries 

Description of Equipment Involved 
Type of Equipment Manufacturer 

Model Serial Number 

Owner of Equipment Operator of Equipment (If different than owner) 

Equipment Ratings/Name Plate Information 

Private SewagePlumbingGas
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Description of Incident 
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