REGION ONE SCHOOL DISTRICT

Falls Village, Connecticut

Accident Report

	Employee Name:
	
	Accident Date/Time:
	

	Home Address:
	
	School:
	

	
	
	Date of Hire:
	

	Home Phone No.:
	
	Time Started Work:
	

	S.S. No.:
	
	Work Phone No.:
	

	Date of Birth:
	
	
	

	Short Description of  Accident:

	

	

	

	Type of Injury:

	

	

	Body Part(s) Affected:
	

	Name of Witness(es):
	


	
	YES
	NO
	
	

	Medical Treatment (other than first aid)
	
	
	
	

	Was a doctor consulted (If so, please print doctor’s  name)
	
	
	Name:
	

	Loss of consciousness
	
	
	
	

	Restriction of work or motion
	
	
	
	

	Transfer to another job
	
	
	
	

	
	
	
	
	

	Signature of Employee:
	
	Date:
	

	Signature of Supervisor:
	
	Date:
	

	Signature of Principal:
	
	Date:
	


