INCIDENT-ACCIDENT REPORT

FOR CHILDREN

Date of Injury / / Date Reported / / Timeof Injury a.m./ p.m.
I.D. # L1 Employee  [student [ other sex: U Mate [ Female
Campus/Dept. Occupation
Name S.S# - -
Address Age D.O.B.
Home Phone Does Employee speaks English? I:I Yes I:I No
L single L Married O pivorce O widow [ Separated
Race! 1 White ] Black ] Hispanic O Asian ] Native American L other
Next of Kin Address Phone
Location of Accident/Incident Time_  am./pm.
List of Witnesses Doctor's Name
~ Nature of Accident/Incident Part of Bodv injured

[] Abrasion [] Head Injury [] Eyelnjury [JAbdomen [] Eye [Oknee [Ankie

[ Burn ] Bruise/Bump [ Fracture [] Face ] Leg CJArm [] Finger

O cut O Slip/Fall L Laceration L Teeth Llchet [Back U Foot

U puncture L convulsion U pidocation U wrist OHand 0 Elbow [ Head

[] Shock [] Sprain [ Other

Other Left right both

How and why injury/illness occurred?
Werethe parents notified? [JYes []No Time notified am./p.m.

Person notified: Relationship:

Treatment and Disposition

] Ambulance called: Time Unit Name of Hospital
Person Released to: Relationship:
Signature
Nurse Principal / Director

U.l.SD. Form No.  955-002
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