
GENERAL LIABILITY
INCIDENT/ACCIDENT REPORT INSTRUCTIONS

GENERAL INFORMATION

__________________________________________________________________________________________________________________________________________________________
DATE OF INCIDENT/ACCIDENT TIME

__________________________________________________________________________________________________________________________________________________________
NAME OF INJURED         SOCIAL SECURITY NUMBER

Is injured:   STUDENT     VISITOR     VOLUNTEER

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
ADDRESS OF INJURED/PARENT

__________________________________________________________________________________________________________________________________________________________

Injured parties insurance information:   MEDICAID     MEDICARE   Other: ____________________________________________________________________________

Location of accident:      Describe: ___________________________

Place of accident:         CLASSROOM          GYM PLAYGROUND

      PARKING LOT        SPORTING EVENT/PRACTICE Describe: _________________________________________________

Describe incident/accident: _____________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
NATURE OF INJURY

Was medical treatment sought?   YES     NO   Where? ______________________________________________________________________________________________

If hospital, was ambulance called?   YES     NO   Ambulance company: _____________________________________________________________________________

Additional remarks: _____________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
REPORT PREPARED BY         TITLE

__________________________________________________________________________________________________________________________________________________________

PLEASE SEND COMPLETED FORMS TO: Irene Byrne, ibyrne@boyne.k12.mi.us or fax to 231.439.8195 / ph. 231-439-8190

A.M.     P.M.


	NAME OF INJURED: 
	SOCIAL SECURITY NUMBER: 
	135: 
	ADDRESS OF INJUREDPARENT: 
	0 10 0 63 135: 
	010063135: 
	Other: 
	P 400 64    P 50 30 400    P 053   Describe: 
	P 053   Describe: 
	Describe incidentaccident 1: 
	Describe incidentaccident 2: 
	Describe incidentaccident 3: 
	8544: 
	10: 
	NATURE OF INJURY: 
	Where: 
	Ambulance company: 
	Additional remarks 1: 
	Additional remarks 2: 
	REPORT PREPARED BY: 
	TITLE: 
	10_2: 
	5: 
	Date of Incident: 
	Text1: 
	Visitor: Off
	Volunteer: Off
	DOB: 
	Student: Off
	1: Off
	2: Off
	3: Off
	4: Off
	6: Off
	7: Off
	8: Off
	9: Off
	11: Off
	22: Off
	33: Off
	44: Off
	55: Off
	66: Off
	77: Off
	99: Off
	122: Off
	123: Off
	88: Off
	144: Off
	155: Off


