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                                                          BECK SCHOOL OF PRACTICAL NURSING – Rick Lang, Director of Nursing

                             6137 Beck Road   Red Bud, IL  62278 (618) 473-2222 · Fax (618) 473-2292 · www.gotoccsi.org

ACCIDENT/INCIDENT/ILLNESS REPORT – CAMPUS - STUDENT


This report is to be completed immediately after the accident/incident/illness occurs to facilitate immediate recall of the situation by the student.  The involved student must complete a full description of the accident/incident/illness.  This report must be signed and dated in all applicable sections.  The student must make a copy of the report for his/her own records, and submit the original to the Instructor or Administration.

The Instructor or Administration must submit the original completed accident/incident/illness report to the Director of Nursing.  The Director will retain the report in the student’s file. 
Accident/Incident/Illness Date _______       Accident/Incident/Illness Time  ____


Student’s Name _________________________________          Male  (   Female  (  

Address_______________________________________________________________ 


Home Phone # _____________________   

Instructor’s/Administrator’s Name ___________________________________________
Description of Accident/Incident/Illness
(Include a detailed description of behaviors/activities in which the student was involved at the time of accident/incident/illness; include a list of any equipment/tools in use at the time; include all other involved parties; identify outcomes of the accident/incident/illness, preventive measures (if any) taken; duration of activities etc.)   
Description of outcomes of the accident/incident/illness
(To include a detailed description of perceived injuries to self or others; responses of self and others)

______________________________________________________________________

Was an ambulance called for the student?

( Yes     ( No 
If yes, where was the student transported to __________________________________
Did the student deny treatment?
( Yes     ( No 

_________________________         

___________________________
Student signature                                                Date report completed

_________________________

           ____________________________

Instructor signature               


Date report signed
6/25/2015 revised

