Sample
Incident / Illness Report Form

	· This form may be used to maintain a record of each child’s illnesses, accidents, injuries, signs of abuse, etc.

· Share a completed copy with parents


Child’s Name _______________________________________  
Age _____________________

Date _____/_____/________



Time of Incident _______________AM   PM

Place of Incident ____________________________
Type___________________________

                                   (kitchen, playground, etc.) 


    (accident, illness, etc.)
Person who in charge during incident_________________________   Position _____________

Names of any adults who observed incident:                                    _______________________________________________________________________________

Describe the circumstances and nature of the incident: _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Medical Services Provided: _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

By whom: ______________________________________________________________

Follow-up: ______________________________________________________________

	                                                                Parent / Guardian / Other Notified


Name _________________________ Date _____/_____/_______ Time ____________ AM  PM

Name _________________________ Date _____/_____/_______ Time ____________ AM  PM

· If death of a child occurs, you must immediately notify the Bureau of Early Childhood Services Regional Office.  Also, whenever there is an injury that requires assistance from someone outside the day care program who is not a parent, the BECS Regional Office must be notified.

	                                                                                         Witnesses


Name: _______________________________________ Phone: ______________________________

Name: _______________________________________ Phone: ______________________________
Staff Name: ___________________ Staff Signature: __________________ Date ____/____/______ 

                             (Print Name)                                                                                                                                                                                                                                                                                                                                                                                                                            

