
BULLOCH COUNTY BOARD OF COMMISSIONERS 
WITNESS STATEMENT FORM 

      AM   PM Time:          Date of Incident:  

Name of employee(s) involved: 

Department: 

Where did incident occur: (Address/Location): 

Details (What happened?) 

Injury / Illness, to non-employees, if any: (If injured employees, complete “First Report of Injury Form”)

  Witness Name/Phone (Use additional sheet if needed): 

 Signature: ____________________________________________________  Date: __________________________ 
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Signature: ____________________________________________________  Date: __________________________
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