BULLYING INCIDENT REPORT FORM

Conducted by:

Date of Incident:

Repeat Infraction? OYes ONO

Location of Incident (check all that apply):
I:lHaIIway I:lCafeteria
|:|Restroom I:lLocker Room
|:|Classroom HBUS Stop

|:|Gym On Bus
DText/Phone/Internet/SociaI Media

Date:

Time of Incident:

If yes, please explain:

|:|Parking Lot
|:|To/From School
DAfter School Program
DSchooI Sponsored Event

I:lOther:

Name of victim(s): Name of student(s) bullying: Name of witness/bystanders:

Type of Bullying:
Verbal Relational
Physical: Result in injury? OYes ONO
Reported to police? O Yes O No

Bullying Behaviors (check all that apply):

Reported to school nurse? OYes ONO

DShoved/Pushed DTaunting/RidicuIing I:l Demeaning Comments
|:|Hit, Kicked, Punched DToId Lies/False Rumors I:l Inappropriate Touching
I:lThreatened I:lStaring/Leering D Cyber-bullying:

DStoIe/Damaged Possessions DIntimidation/Extortion DTexts I:lWebsite |:|Email

Other:

DRaciaI I:lSexuaI I:lReIigious DDisabiIity <--- Check all that apply and please describe

Reported to school by (check all that apply):

Teacher Bystander Parent Anonymous
Student Victim/Target Bus Driver Other:

Describe the incident:

Physical Evidence? (check all that apply)
I:lNotes DEmaiI DTexts
Other:

Actions Taken:

DAudio/Video

Consequences:

Remediation:

Referral for additional support services:

Parent Contact Date: Time:

Person making contact:

Contact made by: DPhone DE-maiI DIn-Person
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