
Accident/Illness Report Accident/Illness Report 
Center: ________________________________________________ 

Child’s Name: _____________________________________Age: ________ 
Date & Time of Accident/Illness: __________________________________ 
Location of Accident: ___________________________________________ 
Description of Accident:  
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
Description of Injury: 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
Description of Medical Treatment/First Aid: 
_____________________________________________________________ 
_____________________________________________________________ 
Description of Illness (include temperature): 
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
Name of Parent Contacted: ______________________________________   
 Time: ________ How: _______________ 
If unable to reach parent, name of person contacted: 
_________________________________________ 

Witness(es) to Accident: _________________________________________ 

Name of Staff Completing form: __________________________________ 

Staff Signature: __________________________________ Date: _________ 

Management Signature: ___________________________ Date: ________ 

Parent/Guardian Signature: _________________________ Date: ________ 
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