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ACCIDENT REPORT 

 
Center: _______________________________________________________________________ 
 
Circle One: Head Start Child Parent  Volunteer 
 
Name of Injured Person: _________________________________________________________ 
Address: ______________________________________________________________________ 
     ______________________________________________________________________ 
Phone Number: ________________________________________________________________ 
 
Date of Accident: _________________________ Time of Accident: ______________________ 
Location: _____________________________________________________________________ 
 
Description of Accident 
 
 
 
 
 
 
 
 
 
 
 
Witness(es) 
 
______________________________________________________________________________       
Name    Address    Phone 
 
______________________________________________________________________________      
Name     Address    Phone 
 
______________________________________________________________________________      
Name     Address    Phone 
 
Date ______________________________ Reported by ________________________________ 
 
___________________________________________         ______________________________ 
Parent Signature      Date 
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