
General liability
INCIDENT/ACCIDENT REPORT INSTRUCTIONS

General information

__________________________________________________________________________________________________________________________________________________________
MEMbER NAME         bUIlDINg NAME 
    

__________________________________________________________________________________________________________________________________________________________
DATE Of INCIDENT/ACCIDENT        TIME 

__________________________________________________________________________________________________________________________________________________________
NAME Of INjURED         SOCIAl SECURITy NUMbER

Is injured:   m STUDENT     m EMPlOyEE     m vISITOR     m vOlUNTEER     m CONTRACTOR     m CONTRACTED EMPlOyEE

__________________________________________________________________________________________________________________________________________________________
DATE Of bIRTh         PARENT NAME 

__________________________________________________________________________________________________________________________________________________________
ADDRESS Of INjURED/PARENT

__________________________________________________________________________________________________________________________________________________________
hOME PhONE Of INjURED/PARENT       OffICE PhONE Of INjURED/PARENT

insurance information 

Is the person covered by any other health care coverage (including coverage under parents/guardians plan)?   m yES     m NO 

If no, sign here: _________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
NAME Of hEAlTh CARE COvERAgE/PlAN    MAIlINg ADDRESS  CITy  STATE  zIP

__________________________________________________________________________________________________________________________________________________________
POlICy/CONTRACT NUMbER     gROUP NUMbER  gUARANTOR NAME

location of accident:   m SChOOl blDg.     m SChOOl gROUNDS   m SChOOl bUS    m TO/fROM SChOOl    m OThER   Describe: ___________________________

Place of accident:        m ClASSROOM          m gyM m ShOP m hAllwAy/STAIRwAy  m PlAygROUND

      m PARkINg lOT        m SPORTINg EvENT/PRACTICE m OThER   Describe: _________________________________________________

Describe incident/accident: _____________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
wITNESS NAME         PhONE

__________________________________________________________________________________________________________________________________________________________
NATURE Of INjURy

was medical treatment sought?   m yES     m NO   where? ______________________________________________________________________________________________

If hospital, was ambulance called?   m yES     m NO   Ambulance company: _____________________________________________________________________________

Additional remarks: _____________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
REPORT PREPARED by         TITlE

__________________________________________________________________________________________________________________________________________________________
PhONE          DATE

MASb-SEg PROPERTy/CASUAlTy POOl, INC.

Please send comPleted forms to: pcclaims@setseg.org or fax to 517.482.0800

m A.M.     m P.M.
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Please E-mail completed forms to julianne.schultz.fraserk12.org
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