[image: A white background with black lines

AI-generated content may be incorrect.]
STAFF INCIDENT/ACCIDENT REPORT
Employee Name:____________________________________________________________________
Date & Time of Incident/Accident:_____________________________________________________
Employee Witness(es) to Incident:______________________________________________________
Supervisor Name:___________________________________________________________________

Was INJURY inflected by a student (circle): Y / N
 	If Yes:  
                 • 	 Student INITIALS ONLY:_____________________  
· GRADE/TEACHER (of student):________________

· Was protective gear being worn at time of incident (circle): Y/N    
If NO, has protective gear been supplied: Y/N 
Location of Incident/Accident (building/grounds):__________________________________________
Brief Description & Events leading up to Incident/Accident: __________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
District/Administrative Response Actions (if applicable):_____________________________________
___________________________________________________________________________________
Was your INJURY assessed by the Nurse (circle): Y / N
Will you be seeking further medical attention (ER/PCP): Y / N
If yes, please obtain a C-3 Employee Claim form from the school nurse. 

Completed forms are to be turned into District Office.
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