Student/Visitor Accident Form
Please fill in all information on both sides of this sheet. PLEASE PRINT LEGIBLY!!
Today’s Date _____/_____/_____

Staff Member Preparing Form_______________________________


           Mo    day       yr

Personal information
Name of injured party_________________________________________  Date of Birth_____/_____/_____  Gender  M   F
Phone #__(____ ) ___________
Social Security Number___________________________
Age________

Address________________________________________________________________________________________________



Street


Apt#


City


State


Zip

Details of accident
Location of Accident (Room Number, Hallway, Outdoor Location, Etc.)_______________________________________________  

Accident Date _____/_____/_____
Time of Accident_______________  AM
PM

Program:
OLER     Gymnasium     Birthday Party      PHED Class     FCC     Intramurals     City League



Group Exercise     Special Event     Climbing Wall     Other_______________________
How did the injury occur


Describe event/situation leading up to the accident (include what the injured party was doing at the time) _______________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

How did the injury occur
collision w/obstacle
collision w/participant
collision w/playing surface

Equipment related
non-contact
unknown
other______________________

Were you a witness to the accident
YES
NO

If you were not a witness, then please describe the scene when you arrived _______________________________________________

___________________________________________________________________________________________________________

Describe in detail exactly how the injury occurred __________________________________________________________________

___________________________________________________________________________________________________________

Part of body injured
LEFT       Back of Head     Face     Ear     Mouth     Neck     Shoulder     Chest     Back     Arm     Wrist     Hand     Finger    

Leg     Knee     Ankle     Toes     Hip     Other______________________________________

 RIGHT       Back of Head     Face     Ear     Mouth     Neck     Shoulder     Chest     Back     Arm     Wrist     Hand     Finger   

Leg     Knee     Ankle     Toes     Hip     Other______________________________________
Describe in greater detail! (Inside of left ankle, back of hand tip of left index finger)_____________________________________________

________________________________________________________________________________________________________________

Were there any witnesses?

YES
NO (If yes, please list below)

Name__________________________________________ Phone________________________________

Address____________________________________ City__________________________________ State _____________ Zip___________

Name__________________________________________ Phone________________________________

Address____________________________________ City__________________________________ State _____________ Zip___________

Name and titles of any other SJC staff called to the scene (including security officers)____________________________________________
First Aid
Indicate if any first aid was administered
Ice     Controlled Bleeding     Elevated     Applied Bandage     Rescue Breathing     CPR

AED     Oxygen     Other________________________________________

Describe first aid administered in greater detail __________________________________________________________________________

________________________________________________________________________________________________________________

Was any blood related waste created?
YES
NO 
(If yes, what waste was created and where was it disposed of?) ____________________________________________________________________________________________________________

Who administered the first aid?________________________________________________
Phone____________________________

How did the injured party leave the facility? (Driving, emergency contact, ambulance)____________________________________________

Who transported the injured party from the facility? _______________________________________________________________________

Where were they going? (Home, hospital, doctor)__________________________________________________________________________

Was anyone else contacted? (Name, title)________________________________________________________________________________

Name and title of person who reported the accident ________________________________________________________________________

Signature___________________________________________________________________

I, _______________________________________ agree that the information contained in this report is accurate and true.


Injured party

____________________________________________
Injured party was unable to sign 

 Signature of injured party

Follow-Up
Injured went to doctor and was diagnosed with _________________________________________________________________________

Injured plans to see a doctor (When?) ________________________________________________________________________________

Case assigned to _________________________________________________________________________________________________

Injured is fine, no complications _____/_____/_____





Date

Route Copies to

Business Affairs - Budget and Risk Management Specialist

Vice President of Student Services

Health & Safety Officer

Executive Assistant to the President

Assistant Director of Physical Plant

