
 

UD Recreation Services 
Injury Report Form 

 
Name of Injured: ___________________________ Date: _______  Time: _________ 
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Classification (circle): Student   Employee   Alumni   Retiree   Spouse   Dependent   Guest
ddress:_____________________________________ Phone: ____________________ 

lass, Team, Organization (if any): _______________  Activity or Sport:___________ 

tated Injury   Injured Body Part  Location of Accident 
 Abrasion    Head     Gym #1 
 Bruise     Eye L/R    Gym #2 
 Concussion    Ear L/R    Gym #3 
 Cramps    Nose     Employee Fitness Center  
 Dislocation    Mouth     Student Fitness Center 
 Fracture    Neck     Racquet Court # ____ 
 Heat Exhaustion   Shoulder L/R    Pool/Pool Deck 
 Nausea    Elbow L/R    Locker Room 
 Vomiting    Wrist L/R    Tennis Court 
 Internal     Finger L/R ______   Frazier Field  
 Laceration    Chest/Ribs    Other ______________ 
 Sprain/Strain    Back 
 Headache/Dizziness   Abdomen 
 Other ___________   Hip L/R 

    Knee L/R 
    Ankle L/R 
    Toe L/R _____ 
    Other _____________________ 

ther person(s) involved in accident: ___________________________ Phone:____________ 
                       Print Name  

ther person(s) involved in accident: _________________________ Phone:____________ 
                         Print Name 

ccident details (how, why):__________________________________________________________ 

_____________________________________________________________________________________ 

ere any rules or policies violated:  Y  N  If yes describe:_________________________ 
_______________________________________________________________________ 

as the accident related to a facility factor:  Y  N  If yes, why: _____________________ 
_______________________________________________________________________ 

    (over) 



 

Describe First Aid Given (if any): ____________________________________________ 
 

 First aid provided and released in own care 
 First aid provided and sent to UD Health Services by Public Safety  
 Transported by ambulance to appropriate medical facility 
 Individual refused medical assistance* 

 
* I refuse transportation to an emergency medical facility against the recommendation of 
the UD Recreation Services staff.  
 
__________________________________________  _______ 

Signature        Date 
 
Severe Emergency Information:  

Was airway mask used: Y   N   
Was blood present:    Y   N  
Were gloves used:    Y   N 
Was an AED used:  Y   N 

 
Person(s) providing first aid/CPR: ___________________________________________ 
                                 print names 
 
Describe type of assistance provided:_________________________________________ 
 
_______________________________________________________________________ 
 
 Who called 911: ____________________________________ 

 print name      
 
Time 911 call was placed: __________________AM/PM 
 
 
Responding  
Supervisor:  _______________________   _______________________ Date: _____ 
   Print name    Signature 
 
Office use only:  
 
 
 
 
 
 
 
 
 
 
 

Copies Sent To:  Occupational Health and Safety �          Risk Management � 
 
Follow Up:  _____________________________________ Date: ________ 
   Print name      
           
                           ________________________________________________________ 
   Signature 
Comments: 
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