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MMMMEEEEDDDDIIIICCCCAAAATTTTIIIIOOOONNNN    IIIINNNNCCCCIIIIDDDDEEEENNNNTTTT    RRRREEEEPPPPOOOORRRRTTTT

Today's Date: _________________________   School: _______________________________________

Person making report: _________________________________________________________________

Date of Incident: ____________ Time of Incident: __________ Location: ______________________

DETAILS OF INCIDENT:

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________

ACTIONS TAKEN:                              _  911 Emergency Medical Services Contacted

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________

REPORTED TO:

_ Parent/Guardian             Date: ______________ Time: ______________

_ Health Care Provider     Date: ______________ Time: ______________

_ Principal                         Date: ______________ Time: ______________

_ School Nurse                  Date: ______________ Time: ______________

FOLLOW-UP:

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________

Signature of person making report: ______________________________________________________

Signature of principal: _________________________________________________________________
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