INCIDENT REPORT FORM

All Saints Academy

	125 Heaven Dr.
	(
	Bethlehem, PA.  18015
	(
	610-555-5555



	 Child Name
	
	DOB
	
	Gender
	 Female
	 Male

	Child Address
	
	City
	
	State
	
	Zip
	


	Parent Name
	
	Phone
	

	Child Address
	
	City
	
	State
	
	Zip
	

	Parent notified by:
	
	Time:
	
	 AM

 PM


	Date
	
	Time
	
	 AM

 PM
	Location
	


	DESCRIPTION OF INCIDENT

	Equipment/Product 

involved
	
	Type of 

Injury
	
	Part of 

the body
	

	Cause of injury
	


	ACTION TAKEN

	First-aid given by facility
	

	Name of local authority notified
	
	Phone
	

	Address
	

	Treatment provided by
	
	Phone
	
	Address
	

	Nature of treatment
	

	Required Follow-up
	


	
	
	
	
	

	Signature of Facility Person Completing the Form
	
	Title
	
	Date


	
	
	
	
	

	Signature of Parent
	
	
	
	Date


	COMPLETE THE FOLLOWING SECTION ONLY IF THE INCIDENT RESULTED IN INPATIENT HOSPITALIZATION, EMERGENCY ROOM TREATMENT, SERVICES OF A FIRE COMPANY, OR THE DEATH OF A CHILD RECEIVING CARE AT THE FACILITY.

	NOTIFY THE REGIONAL OFFICE WITHIN 24 HOURS.
	Date
	
	Time
	
	
	 AM

 PM

	Name of regional staff person notified
	

	MAIL OR DELIVER WRITTEN REPORT TO REGIONAL OFFICE WITHIN 72 HOURS

	
	
	
	
	

	Signature of facility person who made the report
	
	Title
	
	Date


