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Student and Visitor Incident Report 

 

*Must be completed within 24 hours from time of accidents and signed by the appropriated 

official at the accident location. Submit form to Health Services and Insurance Office. 

 

Name of Injured Party:_______________________Check one____Visitor_____Student 

If Student, Name of School_________________________________________________ 

Home Address of Injured Party______________________________________________ 

City:_______________________________State______________Zip Code___________ 

Telephone Number:________________________Date of Birth_____________________ 

Date of Injury_____________________________Time:__________________________ 

Specific Location Where Accident Occurred:___________________________________ 

Type of Injury:___________________________________________________________ 

Witness Description of what Happened:_______________________________________ 

_______________________________________________________________________ 

Describe Immediate Action Taken:___________________________________________ 

_______________________________________________________________________ 

Name Of Witness:_________________________________________________________ 

Nature of Business on School Grounds When Accident Occurred:___________________ 

_______________________________________________________________________ 

 

-------------------------------------------------------------------------------------------- 
To Be Completed By School Nurse. Copy to Health Office and School Office: 

Nursing Observations and Assessment:________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Actions Taken:___________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

________________________________                    _____________________________ 

       Nurse’s Signature/Date 

________________________________                     ____________________________ 

Signature of Person Completing Report                     Date 

 

________________________________                     ____________________________ 

Signature of Principal/Administrator   Date 

 

*Please Note:  This is a preliminary report for information purposes only. This is not a medical 

claim or an acceptance of liability relating to incident description. 


