
PROVISO TOWNSHIP HIGH SCHOOL DISTRICT 209 
NURSE’S OFFICE INCIDENT REPORT FORM 

 
 

        DATE OF REPORT _________________ 
 
Date and Time of Incident:  ___________________________________________________________________________ 
 
Name of Injured Person: _____________________________________________________________________________ 
 
Where did Incident Occur? ___________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
Faculty Witness: ____________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
Student Witness (Include ID #):  _______________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
Did you, the nurse, witness the Incident?  Yes _____  No _____ 
 
Was Anyone Hurt?    Yes _____  No _____ 
 
Was Medical Attention Necessary?  Yes _____  No _____ 
 
Who Provided Medical Attention? Nurse ___ Nurse Assistant ___ Trainer ___ Amb ___ 
 
Nurse’s Report:  ____________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
Briefly Describe What Occurred at this Incident:  ________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
 
Date ___________________   Signature _______________________________________________ 
 

Return this form to the PMSA Business Office on the day the injury occurred.  FAX 708-338-5996 
 

BUSINESS OFFICE USE ONLY 
Received ______________________      Initial ____________________ 


