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INJURY REPORT FORM 

 
Name of Child__________________________________________________________Date of Birth:__/__/__ 
 
Parent or Guardian_______________________________________________Telephone________________ 
 
Address________________________________________________________________________________ 
 
Date & Location at time of Injury_____________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Type of Injury___________________________________________________________________________ 
 
Brief Description of Incident________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
First-Aid Administered________________________________ 
 
__________________________________________________ 
 
__________________________________________________ 
 
Follow-Up Treatment_________________________________ 
 
__________________________________________________ 
 
__________________________________________________ 
 
Witness(es)________________________________________ 
 
__________________________________________________ 
 
__________________________________________________ 
 
Coach_____________________________________________ 
 
League Representative_______________________________ 
 
__________________________________________________ 
 
Additional Comments_________________________________ 
 
__________________________________________________ 
 
__________________________________________________     
 
__________________________________________________      Indicate on field where injury occurred. 
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