SISTERS SCHOOL DISTRICT NUMBER 6
STUDENT ACCIDENT REPORT

Name of School

Instructions: READ CAREFULLY. Fill in completely. Use this form to report all accidents to students that
occur while they are under the jurisdiction of the school. School jurisdiction accidents unless otherwise defined by
administrative or court ruling are those occurring while the students are on school property, in school buildings, and on
the way to and from school. The report should be made out in triplicate.

Important; 1t is essential that the accident be described in sufficient detail to show safe and unsafe acts and conditions
existing when the accident occurred. (When possible use a checkmark.)

1. Name Home Address
2. Sex _|:|_M _D_ F Age _ Teacher
3. Time of accident: Hour AM. PM. Date

4. Place of accident: gSchool building/grounds [_Iro or from school [_Interscholastic athletics

Abrasion

5t
Apparent
Nature of
Injury

Bruise
Bum

Cut
Fracture
Laceration
Puncture
Scratches
Sprain

ooDOO0ooooo |

- Other

Part of
Body
Injured

oooooOoooO0oooooado

Ankle
Arm
Back
Elbow
Eye
Face
Finger
Foot
Hand
Head
Knee
Leg
Nosc
Scalp
Tooth
Wrist
Other,

Description of Accident and Treatment Given
How did the accident happen? What was the student doing? Where was
student? List specifically unsafe acts and unsafe conditions existing.
Specify any tool, machine, or equipment invelved.

Witness’s Name Address

6.
Immediate
Action
Taken

First Aid Treatment
Sent to school nurse
Sent home

Sent to physician

Sent to hospital

How was student transported?

By (name)

By (name)

By (name)

By (pamc)

Physician’s name

By (name)

Hospital name

Please turn over and continue report.



Sisters School District Number 6
Student Accident Report, continued

Student Name

L
Notifi-
cation

. Was the parent or other individual notificd? DNO [Jyes How?

Name of Individual Notified

By whom? (enter name)

8.
Location

pOoooOoooo 000000

Athletic field
Auditorium
Classroom
Corridor
Cafeteria
Dressing
Room
Gymnasium
Home Ec
Laboratory
Grounds
Shop
Showers
Stairs
Other

(specify)____

Follow — up (to be completed by 1* aid provider)

Total number of days lost from school
(To be completed when student returns to school.)

Date

Person filling report
Delegated Staff (if no nurse present)

District nurse

Principal

Distribution: ___ District Office ___ School Building ____ School Nurse
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