


Tri-County Community Council
Head Start/Early Head Start
	Accident/Incident Report

	Center: ___________________________________________________________________________________


	Child’s Name: ____________________________________________Child’s Age: ________________________


	Date: ____/ ____/____ Time: _____:_____ a.m. /p.m.      Number of staff ______ Number of children______


	Area of Center ______________________________    Specific Location:_______________________________
[bookmark: _GoBack](Ex: classroom number, playground, office, etc.)            (Ex: bathroom, block center, under slide, sidewalk, etc.)

	
Equipment involved:________________________

	
Describe Accident/Incident: __________________________________________________________________

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	__________________________________________________________________________________________


	Describe Nature of Injury: ____________________________________________________________________

	
Witness(es) to Accident/Incident: ______________________________________________________________

	__________________________________________________________________________________________


	Action taken: ______________________________________________________________________________

	__________________________________________________________________________________________

	_________________________________________________________________________________________


	Was Parent/Guardian contacted? Yes ___ No___   Time: ____:____ a.m. /p.m.    How? Phone call___ Pick-up ___


	Other Persons Contacted: _____________________________________________________________________


	Describe Medical Treatment/First Aid: ___________________________________________________________

	___________________________________________________________________________________________

	___________________________________________________________________________________________

	

	Staff Completing Form _______________________________   Date: ____/ ____/____Time: ____:____ a.m./p.m.
 

	Director/Person in Charge ____________________________   Date: ____/ ____/____Time: ____:____ a.m./p.m.


	Parent/Legal Guardian _______________________________   Date: ____/ ____/____Time: ____:____ a.m./p.m.

Individual authorized to pick up child______________________________ Date: ____/ ____/____Time: ____:____ a.m. /p.m.



To inform you: Parent/Guardian the person picking up your child will be the one signing this form and will have the privilege of reading the content.
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