
Incident/Accident Report 
 

Date of incident:____________________________________________________           Time:___________  am/pm 

                                Day of week                Month                   Day                   Year 

 

Name of person involved _________________________________________ DOB: __________________  

 

 Camper     Staff     Visitor    Volunteer         Age:___________            Male  Female 

 

Name and Signature of Witnesses. 

1.____________________________________________________________________________________________ 

2.____________________________________________________________________________________________ 

3.____________________________________________________________________________________________ 

 

Type of incident:    Behavioral  Physical Injury   Illness 

 

Incident Description: 

 

 

 

 

 

 

Staff or Camper Explanation of Event: 

 

 

 

 

 

 

 

Medical care:         None                   First Aid only                     Emergency Room 

                               Ambulance         Hospitalized                        Refused Treatment 

                               Other(explain)__________________________________________________ 

 

Medical Follow up:  

 

 

 

 

 

 

 

Is the incident      an aggravation of an old injury          related to a medical condition 

                             new injury                                          other? Explain___________________ 

 

 

Completed by:____________________________________________     Date: _________________ 

Witness signature _________________________________________  Date: _________________ 

Person Involved signature ___________________________________  Date: _________________ 

Camp Director signature:______________________________________     Date:__________________ 

Camp Director Comments: 

____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 


