Report of Accident or Incident

DATE OF INCIDENT TIME OF INCIDENT AM/PM | DOES THE INJURED PERSON HAVE OTHER MEDICAL
Name of Location where the accident occurred INSURANCE? I:IYES O no
Address If yes, please provide name of company and policy #:
City State Zip
INJURED PERSON:  [JAthlete [Cofficial DSpeCtator WHEN DID THIS TAKE PLACE?
[JEmployee  OVolunteer ~ [JOther [OpPractice  [OPre-Game  [dDuring Game ~ [JPost-Game
[JOther
INJURED PERSON INFORMATION
Last Name First Phone # ( ) | Bingle Married
Address E-Mail Address
City State Zip Emergency Contact Phone/Email:
Age D.O.B. Male Female
GUARDIAN/PARENT (IF INJURED PERSON IS A MINOR)
Last Name First Middle E. Phone # ( )
Address City State Zip E-Mail Address
INCIDENT LOCATION INCIDENT PRIMARY INJURY
|:|Competition Area [JConcession Area [OAssault Oslip/Fall OAllergy [IDislocation [INausea
[ Parking Lot O Admission Area O Trip/Fall Ccollision (participant) | ClAbrasion [OElectrical Shock  []Stroke
[JRestroom Area D Off Property O Caught in, on, between [JCollision (spectator) | ClLaceration O Fracture [OBurn
[JPremises/Grounds [ Bleachers/Stands Ocollision (with object) CJOverexertion [CHeat Exhaustion  [IPain [JHypertension
[0 Struck by(object) Oother Ocardiac Oiliness O Contusion
[Osting/Bite O Seizures O concussion
[strain/Sprain OTooth/Mouth Oother
BODY PART INJURED DISPOSITION CLASSIFICATION
OEye (L/IR) [OBack [ONose [Released to parent [JPolice Please describe the severity of your injury or injuries:
OAam UR)  Orace [OTooth [IRefusal of care CJAmbulance
[OEar (LR) [OLeg (L/R) [JHead [JRefer to doctor [CJReport only
OKnee (LUR)  CJAnkle (L/IR) [CIMedical attention CIEMS transport
O internal O Hip (LR) ORefer to hospital or clinic
Oshoulder (L/R) OFoot (L/R) [Oratient requested EMS transport
OElbow (L/R) [Hand (L/IR) [JReleased to personal vehicle
Owrist (LWR)  [Finger or Toe [ Other
[INeck OTorso

Describe how the incident occurred: if property damage only, please describe item damaged and owner. [Use the back of this form if necessary]

WITNESS INFORMATION (use the back of this form if necessary)

NAME ADDRESS TELEPHONE NUMBER
1 ( )
2. ( )
Person filing (or making) this report:
Print Name Signature Phone # Date




	DATE OF INCIDENT: 
	AMPM: 
	TIME OF INCIDENT: 
	Name of Location where the accident occurred: 
	fill_5: 
	Address: 
	State: 
	Zip: 
	If yes please provide name of company and policy: 
	fill_10: 
	fill_11: 
	fill_12: 
	Phone: 
	Address_2: 
	EMail Address: 
	Age: 
	DOB: 
	Emergency Contact PhoneEmail: 
	Phone_2: 
	EMail Address_2: 
	undefined: 
	fill_14: 
	fill_20: 
	Please describe the severity of your injury or injuries 1: 
	undefined_2: 
	ADDRESS1: 
	fill_41: 
	ADDRESSRow2: 
	fill_42: 
	Person filing or making this report: 
	undefined_4: 
	undefined_5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off


