
Office of Internal Control  
and Security 

Security Incident Report 

Today’s date _________________________ Report type   Original    Supplement or Follow-up 

Type of incident ______________________  Report completed by ________________________   Title ____________________ 

Building name _______________________  Address _____________________________________________________________  

Agency _____________________________  Department ______________________ Office location ______________________ 

Department phone ________________  Email ______________________Incident date ________ Time of incident __________ 

Date Reported ___________________ Time Reported ________________ Number of parties involved ____________________  

Incident Reported by __________________________ Title _________________________ Phone _________________________  

Incident Location _____________________________ Number of witnesses _________ Number of staff witnesses ___________ 

Name of Subject (1) ___________________________ Subject (1) Address ____________________________________________ 

              ____________________________________________ 

Telephone _________________________________ E-mail ________________________________________________________ 

Claimant ID ________________________________ Moses ID _____________________________ Subject gender ___________ 

Name of Subject (2) _________________________ Subject (2) Address ______________________________________________ 

          _____________________________________________  

Telephone ________________________________ Email _________________________________________________________ 

Claimant ID ______________________________ Moses ID  _____________________________ Subject gender _____________ 

Witness (1) first name ______________________________ Witness (1) Last name ____________________________________  

Relationship _______________________ Witness type _______________________________ Witness gender _____________ 

Witness telephone _______________________ Email __________________________Claimant /MOSES ID _________________ 

Witness (1) Address ________________________________________________________________________________________ 

                                     ________________________________________________________________________________________ 

Witness (2) first name ______________________________ Witness (2) Last Name ____________________________________ 

Relationship ______________________ Witness type _______________________ Witness gender _____________________ 

Witness telephone ______________ Email ____________________________ Claimant/ MOSES ID________________________ 

Witness (2) Address ________________________________________________________________________________________ 

Narrative  

 

 

 

 

Notification _________________________ Evidence  Yes   No    Type of evidence ___________________________________

 Email the completed form to ICID@MassMail.State.MA.US 

mailto:ICID@MassMail.State.MA.US
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