
Eastern Oregon Head Start

STUDENT ACCIDENT REPORT

(This form is to be used if medical attention is required.  As soon as possible, submit this report to the Fiscal Manager for further instructions.)

Name of Injured Party _________________
_________________________________________

Home Address ___________________________________ Phone __________
_____________

Date of Accident ________________________ Time of Accident _________
_______________

Specific Location of Accident ________________
_____________________________________

Staff Person(s) Supervising _____________________
_________________________________

Address ________________________________________ Phone ________
_______________

Additional Witnesses ___________________________________________________________

Description of the Activity Leading to the Accident __________________
__________________

__________________________________________________________________________

Nature of the Injury ____________
_________________________________________________

Description of Emergency Care Given ____________
__________________________________

__________________________________________________________________________

Emergency Care Given by _________
______________________________________________

Address ________________________________________ Phone ________
_______________

Medical Treatment Recommended 
(   Yes     (   No
Medical Official Providing Treatment ______________
_________________________________

Address ________________________________________ Phone ________
_______________

Specify Where Taken After Accident
(   Home
(   Hospital       Other _____________

Out-of-School Transportation Provided by _________________________________________

Address ________________________________________ Phone _______
_______________

Parent(s) Name ________________
_______________________________________________

Time Parent Contacted _________________ By _____________________________________

If Parent not contacted, please explain: ___________________
__________________________

Accident involved blood 
(  Yes     (  No

Blood Kit used 
(  Yes     (  No
Additional Comments ________________
___________________________________________

Name of Person Filing Report ___________________________ Date of Report _____________

Signature of Supervising Teacher _________________ Signature of Director 
_______________








(  Supervising teacher completes form.

· Original to Director for signature.  

· Copy in child's file
BA  BB  BC       E        LGA  LGB  LGC  LGD      U        Copy in Center Files           
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