Form required for use by Clinton City School Employees for reporting any incident that involves students while under the supervision of school employees.  Incidents required to be reported include head injuries, incidents that require off site medical care to be administered, or incidents that cause missed school day(s).  Form may used as the employee deems necessary for other incidents.


ACCIDENT/INJURY FORM

Student Name _________________________________________________________ Grade ______ Teacher ____________

Date of Accident/Injury ______________________    Time of Accident/Injury _____________________________________
First Responder _________________________________________ Witness: _______________________________________
Place of Injury:  (Circle below)

Bus

Classroom

Hallway


Bathroom


Lunchroom

Playground
Gymnasium

Athletic Field

Shop


Library

Stairs

School Grounds

Off School Grounds
Other___________________________



  
 
Cause of injury:  (Circle below)

Accidental Injury


Burn

Bus Accident

Car accident

Debris


Broken glass


Fighting

Heat Related

Pushing


Running
Collision with Object/Surface

Hitting

Fall from equipment
Gym/PE Class

Wet floors

Collision with other student

Tripping

Playground Accident
Sports Related

Self-injury
Thrown Objects


Intentional Injury



Other ___________________________ 







Nature of Injury:  (Circle below)

Abrasion


Blister 

Break

Bruise

Concussion

Contusion
Cut


Dislocation
Dizziness

Fall

Irritation


Laceration

Burn


Scratch

Puncture

Bite

Overexertion

Sting
Loss of Consciousness
Shock

Sprain

Swelling

Tooth injury

Body Part Injury: (Circle below)

Abdomen


Face


Back


Buttocks


Back
Chest


Finger


Head


Neck


Nose

Shoulder


Teeth


Toe


Mouth

Wrist (__L) (__R)

Ankle (__L) (__R)

Elbow (__L) (__R)

Ear (__L) (__R)
Arm (__L) (__R)

Foot (__L) (__R)

Eye (__L) (__R)

Other ____________________________
Hand (__L) (__R)

Leg (__L) (__R)

Knee (__L) (__R)
Describe Details of the Accident/Injury (Words of Student/Witnesses) ___________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
Describe Action Taken ___________________________________________________________________________________
______________________________________________________________________________________________________

______________________________________________________________________________________________________
Were parents/guardian notified? __Yes __No  
Person contacted _____________________________________________

Was EMS called by school staff? __Yes __No
Was First Aid provided?  __ Yes   __No

If head injury occurred, was Head Injury Form sent home?  __Yes __No
Was student referred to doctor? __Yes __No

___________________________________________________


_________________

Signature of Person Completing Form





Date

This report is to be completed and copies sent to the principal and the school nurse within 24 hours of accident/injury.
Dev. 03/07


