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Storrs, Connecticut 06268-2287 
(860) 487-0877 

ACCIDENT / INJURY REPORT FORM 
Accidents or injuries should be reported by coaches to the school nurse verbally. When the accident results in a
significant  injury requiring medical attention or a physician's visit, the school nurse will request that the coach fills
out an "Accident Report." 
 
 

Name of injured person:____________________________________    Date of birth:_____________________ 

Student:_____________   Athletic Team:____________    Employee:______________   Visitor:____________ 

Date of Accident:________________   Location:___________________________   Time:_________________ 

Name of student’s parent/guardian:_____________________________________________________________ 

Address:__________________________________________________________________________________ 

Briefly describe the accident:__________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

List witnesses:______________________________________________________________________________ 

Briefly describe the injury:____________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Was first aid required?    Yes______________     No______________ 

If yes, by whom and describe the first aid:________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Was a physician or hospital care provided?   Yes_____________  No _____________ 

If yes, by whom and where?___________________________________________________________________ 

__________________________________________________________________________________________ 

_________________________________________________ 
     Signature of person completing report & Date Completed 
 
_________________________________________  __________________________________________             
  Signature of Nurse                 Signature of Principal 

Please send completed form to superintendent’s office. 
Attach comments or additional information as appropriate. 

copies to superintendent, principal, injured party, nurse                                                                                                                          02/16 
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