Accident Report Form
(Please Fax to 973-428-0093)

Injured: ______________________________________________________  Age____  Sex ____
Address: ___________________________________________ Phone (     ) ____ - ___________

City: ______________________________________________ State: ______ Zip: ____________

Association with program: ________________________________________________________

Description of injury: ____________________________________________________________

Action taken: (check all that apply)

____ a. none required

____ b. parent(s) called at ______ AM/PM   By: _______________________________________

____ c. first aid given by: _________________________________________________________

Describe ________________________________________________________________


________________________________________________________________________

____ d. ambulance called at ______ AM/PM By: ______________________________________

____ e. injured taken to: __________________________________________________________


By: ____________________________________________________________________

____ f. others notified: ___________________________________________________________


By: ____________________________________________________________________

Date: _________ Place of accident: _________________________________________________

Description of circumstances: ______________________________________________________

________________________________________________________________________

Witnesses:  (1) _______________________________________ Phone: (     ) ____ - __________


      (2) _______________________________________ Phone: (     ) ____ - __________

Date of report: __________________________ Prepared by: _____________________________

Signature: _____________________________________
