
School Accident Report Form

Incident

Date _____________     Time _____________ 

Exact Location ________________________________________________________      

Supervisor on Duty: 1) ___________________________________     2) ___________________________________ 

Please describe the incident. 

________________________________________________________       

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

Injured 

Full Name___________________________________   Age ______   Gender ____   Phone _____________ 

Address ______________________________________________________

Parent/Guardian(s) ____________________________________________

Parent Phone  1) ___________________________________     2) ___________________________________ 

Describe Injury/Illness __________________________________________

________________________________________________________

Doctor or Treatment Facility  ________________________________

________________________________________________________

Highland Joint School District #305 
112 Boulevard Ave. - PO Box 130  

Craigmont, Idaho 83523-0130 

Phone 208-924-5211 FAX 208-924-5614 

http://www.sd305.org
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