Cook County School District #104

Accident Report
	
	
	Date:
	     

	Name of Child:
	     
	
	Age:
	     

	School:
	     
	
	Grade:
	     

	Name of Parent or Guardian:
	     

	Address:
	     
	
	Phone:
	     

	Place where accident happened:
	     

	Time of Accident:
	     
	
	Insurance:
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	Extent of Injury:      


	Name of doctor or dentist child is seeing:
	     

	Give specific account of what occurred:      


	
	Signed
	

	
	Teacher who observed accident

	
	Signed
	

	
	Witness of accident

	
	

	Results of case:      


	
	Signed
	

	Insurance Received –Date 
	     
	

	
	
	

	
	

	1. To be filed in Superintendent’s office on day accident occurs.
	2. To be made out in duplicate.


