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	Mississippi Department of Wildlife, Fisheries and Parks

INCIDENT REPORT
FAX OR MAIL TO IMMEDIATE SUPERVISOR AT CENTRAL OFFICE WITHIN 24 HOURS 
1505 Eastover Drive ∙ Jackson, MS ∙ 39211-6374

	FOR INTERNAL USE ONLY




	Please print clearly or download and use automated Word Template for Incident Report Form on www.mdwfp.com

	Org Code / Name:   FORMDROPDOWN 
       

	Department / Location and District:       

	Contact Person:       

	

	Address:          
	Phone Number:                   
x

	City:       
	State:    
	Zip:       
	Other Phone Number:         

	DETAILS OF THE INCIDENT

	Incident Date:       
	Incident Time:         FORMCHECKBOX 
  AM   FORMCHECKBOX 
  PM

	Describe What Happened:       

	     

	     

	     

	     

	     

	IF INCIDENT IS AN AUTOMOBILE ACCIDENT, PLEASE COMPLETE THE FOLLOWING

	Name of  State Driver:       

	Home Address:       
	Phone Number:                  


	City:       
	State:    
	Zip:       
	Other Phone Number:       

	Description of State Vehicle Involved:       

	Inventory Number:       
	Tag Number:         
	Mileage:         

	IF PROPERTY OTHER THAN STATE VEHICLE WAS DAMAGED, PLEASE COMPLETE THE FOLLOWING:

	Describe Property:       

	     

	     

	Describe Damage:       

	     

	     

	Owner Name:       

	Owner Address:       
	Phone Number:                  


	City:       
	State:    
	Zip:       
	Other Phone Number:       

	IF ANYONE WAS INJURED, PLEASE COMPLETE THE FOLLOWING:

	Injured Party 1 Name:       

	Injured Party 1 Address:       
	Phone Number:                  


	City:       
	State:    
	Zip:       
	Other Phone Number:       

	Describe Injury:       

	     

	Taken to Hospital?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
	Name of Hospital & Location:       

	Injured Party 2 Name:       

	Injured Party 2 Address:       
	Phone Number:                 


	City:       
	State:    
	Zip:       
	Other Phone Number:       

	Describe Injury:       

	     

	Taken to Hospital?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
	Name of Hospital & Location:       

	IF WITNESSES ARE AVAILABLE, PLEASE ENTER THEIR NAME AND ADDRESS


	Witness 1 Name:       

	Witness 1 Address:       
	Phone Number:                 

	City:       
	State:    
	Zip:       
	Other Phone Number:       

	Witness 2 Name:       

	Witness 2 Address:       
	Phone Number:                 

	City:       
	State:    
	Zip:       
	Other Phone Number:        

	ADDITIONAL COMMENTS

	     

	     

	     

	     

	     

	INDIVIDUAL COMPLETING FORM

	Name:       
	Job Title:       

	Date Form Completed:        
	Signature:       

	TRACKING INFORMATION (JACKSON OFFICE USE ONLY)


	Date Received In Jackson:
	Received By:

	Date Received By Legal:
	Received By:

	Date Received By Risk Management:
	Received By:
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