
© Simply-docs - HS.FM.01.07 Record of First Aid Treatment Page 1 of 2 

<<Company Name>> 
Record of First Aid Treatment 

 

Date Doc. Downloaded:       

 
 

Name of Treated Person:       Date of Incident:       

Employee’s ID No:       Time of Incident:       

Injury/Condition Treated:       

Treatment Given:       

Name of Care Provider(s):       

Was an Ambulance 
Required? 

 Yes    
 No 

Name of Hospital or facility 
the person was taken to: 

      

Any Other Information:       

Prepared by:       Signature:  Date:       
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