This form shouid be completed on any occurrence which results in injury or iliness.

PERSONAL DAY

, I Mate
Name of Pgrson injured - . . Date of Blrh L L [JFemale

WO. DAY Vi
Name of School Attends/Emplayed .. Grade Level/Dept.
Parent/Guardian Narne(s)
Home Address
STHEET ey STATE s

Home Phone Businass Phone Parents Contacied ClYes (3 No

ACCIDENT DESCRIPTION §

Oav [OPM Date Reported

Time of Accldent

DAY
Location of Accident {3 Classroom

Pate of Accident...... - 1 A
MO.

[J Gymnasium

YR

[0 School Grounds [ Other

O Cafeteria [ Haliway

Give a Detailed Description of Accident

PARTS OF BODY INJURED

SIGNATURE OF SUPERVISOR/TEACHER

HEAD/NECK UPPER EXTREMITIES LOWER EXTREMITIES TRUNK
Oskull [J Shoulder(s) R L [ Hip(s) R L [ Upper back
Face 3 Upperarm(s) R L O Thigh(s} R L O Lower back
[JNeck 7 Elbow(s) R L I Knee(s) R L [ Collatbone
Ol Ear(s) R L O Forearm(s) R L I Lowerleg(s) R L O Chest
ClEye(s) R L 3 wrist(s) R L I Ankle(s) R L O3 tung(s)
CINose [0 Hand(s) R L O Foot R L 3 Ribs
OTeeth O Fingerls) R L ] Toe(s} R L [ Pelvis
OwMouth 3 internal
SPECIFIC TYPE OF INJURY

) Amputation [J concussion O Inflammation O Puncture

1 Asphyxation [ Cut/Laceration/Abrasion (] Ligaments/Cartilage [ISheck (electrical)
[Bite [} Dislocation [3 Overheated [ Sprain/Strain
[ Bruise/Contusion [ Fracture O Paralysis [Isting

O Burn/Scald 1 Frostbite £ Paisening (solid, llquid, [Teeth injury
[Chest Pains [J Hearing Loss gas, vapor) [3 Vision loss
J0ther (specify) SRS -

| MED IS AL A FTEN

10 Taken to schaol nurse

T T e e TR T G ONATOREOF PERSON ADMINSTERING EIFST AID

{0 Taken hoime, by Whom aue v g, 3 Returned to nosmal activity

[ Taken to doctor/clinic

1Final Results

3 Anfg_ulance called [0 Taken to hospitel, by WHOM: e AT 0 ADMITTED 0 RELEASED
NAWE OF HOBPITALIDOGTOR S ' "™ ADDRESE OF HOSPITALDOGTOR =
Wilness(es) to Accident _..... _— < s i
MAME ATDRESS PHONE " ;
e i R e §
Signature __. j s
E‘OFPEHSDN FIUNG HEPDRT ) DATE - 1

Make one copy of report for parent and ome cépy for district file.



