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UMBRELLA FAMILY AND CHILD CENTRES OF HAMILTON: Policies and Procedures - Forms F_AP_23

UFCC FORM Umbrella Family  
and Child Centres 

of Hamilton
A C C I D E N T  /  I N C I D E N T  R E P O R T

Please complete all relevant fields on this form.

Child’s Full Name: Date of Occurrence (Y/M/D):

Centre: Time of Occurrence:

TYPE OF OCCURRENCE:

   ACCIDENT    INCIDENT

___ Head Injury * ___ Cut/Scrape ___ Caused Injury to Child/Staff ___ Disrupted Environment

___ Tripped/Fell ___ Other: ___ Verbal Altercation ___ Other:

* Head Injuries must be reported to the school and the parent/guardian

DESCRIBE WHAT HAPPENED AND WHERE:

ACTIONS TAKEN / TREATMENTS/STRATEGIES USED:

  Recorded in Daily Journal

  First Aid   Child Comforted   Child separated from group   Other

Please describe: Please describe: Please describe: Please describe:

WHO WAS NOTIFIED?

  Parent/Guardian   Emergency Contact   School   Children’s Aid   Other:

  A copy of this report was given to:_________________________________________  by:______________________________________________
Parent/Guardian Name                                                                   Staff Member Name

Signature of Staff/Witness: Date:

Signature of Supervisor/Designate: Date:

Signature of Parent/Guardian: Date:

Copy Distibution: Centre and Parent/Guardian
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