
Accident Report Form
INSERT SCHOOL LOGO/STAMP HERE

1. Child Information
Full Name: ___________________________________________________________________________________
Date of Birth: __________________________________Age: _________________________________________
Classroom/Group:___________________________________________________________________________
2. Incident Details
Date of Incident: _________________________________________Time of Incident: _____________________
Location (e.g., playground, classroom): _________________________________________________________
Staff Present: _______________________________________________________________________________
Describe what happened (include events leading up to and following the incident):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Type of Injury (check all that apply):
☐ Bump/Bruise  ☐ Cut/Scrape  ☐ Bite  ☐ Burn  ☐ Nosebleed  
☐ Other:_____________________________________________________________________________________
Body Part(s) Injured:___________________________________________________________________________
Cause of Incident (e.g., fall, collision, object): ______________________________________________________
Others involved: ______________________________________________________________________________




4. Action Taken
First Aid Provided:
☐ Ice Pack  ☐ Cleaned Wound  ☐ Bandage Applied  ☐ CPR/Rescue Breathing  
☐ Other: ____________________________________________________________________________________
By Whom: ____________________________________________________________________________________
Was Emergency Medical Service Called? ☐ Yes ☐ No
Time Called (if applicable): ____________________
Taken to the Hospital? ☐ Yes ☐ No
Hospital Name (if applicable): ________________________________________
5. Parent/Guardian Notification
Parent/Guardian Contacted? ☐ Yes ☐ No
Time Contacted: ____________________
Method: ☐ Phone ☐ In Person ☐ Note ☐ Other: ______________
Contacted By (staff name): ____________________________
6. Follow-Up Plan/Comments
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Signatures
Staff Member Completing Report:
Name: _______________________ Signature: _____________________ Date: ___________
Director/Administrator Review:
Name: _______________________ Signature: _____________________ Date: ___________
Parent/Guardian:
Name: _______________________ Signature: _____________________ Date: ___________
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