TOWN OF SECAUCUS
GENERAL INCIDENT REPORT

DATE OF REPORT: DATE OF INCIDENT: TIME OF INCIDENT: A.M./P.M.

FACILITY /PROGRAM:

PERSONAL DATA - INVOLVED AND/OR INJURED PARTY

Name: DOB: [ JMale! ] Female
Address: City: State: Zip:
Home Phone: Cell: Work:

Family Contact {if minor or has a legal guardian):

Name: Phone #:

INCIDENT DATA  **Please alfach addifienai sheets if needed for the full description of the incident.

Location of the incident [Facility name, location within the facility, ete.]:

Description of the incident:

Staff present at time of the incident:

Is there a video of the location or of the incident available? { } Yes { } No
Did an injury occur? [ } Yes { } No

If yes, describe the type of injury:

MEDICAL/FIRST AID CARE
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P
Did the individual require medical/first aid care? L }Yes [ } No

Did the individual refuse medical/first aid care or offer to call for help by staffe { } Yes [ } No

If possible, please have the individual inifial here if they are refusing medical attention.

Did faciiity staff provide medical/first aid to the individualz { ] Yes [ ] No

Name of staff member that provided medicalffirst aid:

Describe in detait medical/first gid care given:

Was EMS called?g ( ] Yes [ } No

If yes, by whom Time:

Was the individual transported to an emergency facility? [ ]Yes [ INo

AM./P.M.

If yes, to which facility and where?
It no, did person return to acfivity? { E Yes { } No or if no, explain:

FOR MINORS

If the individual is a minor, was parent/guardian called® { } Yes. If yes, when:

{ INo

Name of parent/guardian: Phone number:

Parent acknowledgement/action: (Detail if child picked up, etc.):

Signature of parent/guardian picking child up:

WITNESS(ES) (Please aftach any supplemenfal pages as needed).

Name: Phone Number:

Address: City: State: Zip:
Witness description of the incident:

Name: Phone Number:

Address: City: State: Zip:

Witness description of the incident:

REPORYT PREPARED BY:
Print Name [Employee]: Position:

Signature [Employee]: Date:

(Complete form and return to a Supervisor and the Town's Insurance Coordinator within 24 hours of incident),
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ACCIDENT /l NJURY  [CENTER NAME: ICENTER ADDRESS:
REPORT
The center shall maintain on file a
N esaiing I o mcident
CHILD’S NAME: PERSON COMPLETING REPORT: WITNESS(ES):
DATE OF INJURY: TIME OF INJURY: DATE REPORT COMPLETED: TIME REPORT COMPLETED:
“ A JacHE [_JBREATHING SHALLOW [ JFOREIGNBODYINEYE | JREDNESS
- |[IBITTEN BY ANIMAL []BROKEN BONE SUSPECTED [_JHEAD INJURY ["Jscrape
: S [CIerrTeEN BY CHILD [ JcHOKING L ImcHING [_]scrATCH
TYPE OF INJURY: | __IBITE THAT BROKE THE SKIN [Jout [_INAUSEA [ JsPuNTER
(Cieck Al TratAppt) | [JBLEEDING [ |DROWSINESS [ INOSE BLEED [ JsPRAIN
e | IsurN [Jeveinoury L JPOISIONING [(smnG
| _IBREATHING RAPIDLY [IFALLFROMAHEIGHTOF: ____ [ |RASH [sweLLinG
| JoTHer:
S | L_]ABDOMEN [ JeHeex [IFINGER [THEAD [ imoutH [ JTHIGH
PLACE ONBODY | [ JARM [Ccrest [ JrooT [JHiP [CINEck [roe
ANIRY | ANk [JecHin [ ]FOREHEAD [TIKNEE [INosE [ JToNGuUE
" OCCURRED: - [_JBACK [Jear [ JGROIN [ieG [JSHOULDER [ Iwrist
(Chedk Al hat Appl) | [ |BUTTOCKS [ JeLBow [JHAND [ue [ ITEETH
o il JorHer:
WHERE INJURY | [_]cLASSROOM [ IsaTHROOM [ |SIDEWALK [CJear [_IFELDTRIP [_IKITCHEN
. OCCURRED:  { [ JHALLWAY [IstaRwAY  [CJPARKINGLOT  []BUS L_IPLAYGROUND
(Check Al That Apply) | [ ] OTHER:
o T ICARPETING [ IMEFLOOR [ JWOODFLOOR [ JRUBBER [ ILAMINATE FLOOR
TYPE OF SURFACE| [_JWOOD CHIPS [lerass [_sanD [JcoNCReTE  [“JaspHaLT
S T oTHer:
‘DESCRIBEHOW |
INJURY/ACCIDENT
_ HAPPENED:
~FIRST AID GIVEN AT THE CENTER: OUTSIDE MEDICAL ATTENTION GIVEN:
: 4[] CLEANED WITH SOAP [ JCONSOLED CHILD (Notify the OOL by next working day ond provide
R : |documentation within 1 week.)
TREATMENT/ | — ﬁ;ﬁigﬁg{ [MEDICATION ADMINISTERED [C] AMBULANCE OR 911 CALLED/ONSITE
ﬁ:': Fgg?g’\:gp :.?; [ ] ANTISEPTIC APPLIED [JOTHER (DES CRIBE): [ EMERGENCY CARE PROVIDED
s ] REGT PROVIDED [ ] POISION CONTROL CALLED
(Check TRt AOPH) | =] B ANDAGE APPLIED [ ] TRANSPORTED EMERGENCY/URGENT CARE
o s [ ] CONSULTATION/TREATIMENT BY LICENSED
. |PERFORMED FIRST AID: PHYSICIAN OR HEALTH CARE PROVIDER
" PARENT. | |METHOD OF NOTIFICATION: MIE OF NOTIFICATION: |[COMMENTS:
o FICATION™ [_INOTIFIED BY PHONE [ JOTHER:
o e T INOTIFIED AT PICK UP
* Take immediote necessary action to protect the child from further harm and immediately notify the chile's parent(s} when a bite breaks the skin; a chitd sustoins o head or
Sociaf injury, including when a child bumps his/ her head; u chitd falls from o height greater thon the height of the child: or an injury requiting professional medical care occurs,
STAFF SIGNATURE: DATE: DIRECTOR SIGNATURE: DATE: PARENT SIGNATURE: DATE:

Q0L /3.8.2018




