Advanced Child Therapies LLC
Child:      ____________________________     DOB: __________          Sex:    _______________

Address _____________________________________________________________________
Date and time of incident: ___________________      Location: __________________________ 

Date and time reported:   _________________ 
To Whom reported: ___________________

Name, address and phone number of individual(s) witnessing the incident:
Name and location of person responsible for supervising the child at the time of injury:

________________________________________________________________________________
PLEASE IDENTIFY ACTIVITY AND CONTRIBUTING FACTORS 

TYPE OF ACTIVITY:



  CONTRIBUTING FACTORS:

_________________________________          _________________________________________

_________________________________          _________________________________________

Description of incident and nature of injury including any body parts involved:
______________________________________________________________________________
_______________________________________________________________________________

Describe any consumer product involved or used when injury occurred: __________________ ________________________________________________________________________________

Child report of incident:     '  Child Nonverbal    or _____________________________________ 
_____________________________________________________________________________ 

_____________________________________________________________________________ 

Was first aid provided? _____  If yes, describe any treatment given:  ______________________ 
_____________________________________________________________________________  

By Whom?_______________________

Was parent notified? _______________________       By Whom?________________________

Did child go home, to doctor or hospital?  _____________________________

With whom? _____________________________________________________________________

Name of hospital or doctor : _______________________________________________________

Recommendations of preventive strategies that could be taken to avoid future occurrences of this type of injury.
_____________________________________________________________________________ 
_____________________________________________________________________________

_____________________________________             ____________________________________
        Signature of person making report

                          Signature of Parent
Date: ________________________________          
  Date: _______________________________


Copies:  1 – Parent    2 – EIOD    3 – OSC   4 – ACT
