
 

DISTRICT MISSION: TO EMPOWER ALL STUDENTS TO EXCEL AS CITIZENS IN A CHANGING WORLD 

CENTRAL SQUARE CENTRAL SCHOOL DISTRICT 
 

INCIDENT REPORT FORM 
 

DIRECTIONS: Use this form to report all incidents occurring to students, staff members and other individuals on 
or about school premises or school sponsored affairs.  AN INCIDENT MUST BE REPORTED WITHIN 
TWENTY FOUR (24) HOURS OF ITS OCCURRENCE.  IF THE INCIDENT IS SERIOUS CONTACT THE 
BUSINESS OFFICE AT 668-4219 IMMEDIATELY.  Print information with a pen or use a typewriter except 
where signatures are required.  
 
                            Central Square Central School                46-08-01     
1.  SCHOOL PHONE # (AREA CODE)             2. NAME OF SCHOOL DISTRICT  3. STATE EDUCATION DEPT. NUMBER 
 
 
                                                                                                                                               _____________                                           
4. NAME OF SCHOOL           5. ADDRESS                                         (CITY)                 (STATE)   (ZIP) 
 
 
                                    ___     
6. FIRST NAME OF INJURED        MI                 LAST                             7. SOCIAL SECURITY #            8. AGE         9.DATE OF BIRTH 
                             
 
           _                  Male         Female           
10. ADDRESS OF INJURED   (CITY)   (STATE)  (ZIP)                               11. SEX 
 
 
                
12. TELEPHONE (AREA CODE)         13. DATE OF ACCIDENT             14. TIME INCIDENT OCCURRED  15. GRADE 
 
 
16.  STATUS        A. STUDENT      D. CUSTODIAL/MAINTENANCE     G. FOOD SERVICE  

             B. TEACHER      E. CLERICAL/MONITOR      H. PARENT/ VISITOR 
                  C. ADMINISTRATOR     F. TRANSPORTATION       I. SCHOOL BOARD MEMBER 
              J. OTHER___________________ 
 
16. PHYSICIAN USED?   Yes         No  
Date:           TIME:   AM/PM 
          PARENT NOTIFIED? YES    NO 
    
NAME OF PHYSICIAN        Date stopped work because of injury  
                
ADDRESS          
           
TELEPHONE         Date Returning to work    
 
Description of accident (including nature of injury, first aid given and material damage if any). 

                

                

                

                

                

  _____________________________________________________________________________________________ 

 



 

DISTRICT MISSION: TO EMPOWER ALL STUDENTS TO EXCEL AS CITIZENS IN A CHANGING WORLD 

WITNESSES 
 

Name:              
 
Address:             
 
Telephone:    Position:      Age:    
 
 
 
Name:              
 
Address:             
 
Telephone:    Position:      Age:    
 
 
 
Name:              
 
Address:             
 
Telephone:    Position:      Age:    
 

 
 
 
SIGNATURE OF PERSON INJURED: 
 
           Date:    
 
SIGNATURE OF SCHOOL NURSE: 
 
__________________________________________________________________ Date: ________ 
 
 
 
SAFETY COMMITTEE REVIEW:         Date:     
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