AMERICAN SPECIALTY INSURANCE & RISK SERVICES, INC.
7609 W. JEFFERSON BLVD., SUITE 150

A FORT WAYNE, IN 46804-4133
American PHONE: 800.566.7941 Fax: 260.969.4729
Specialty email: claims@americanspecialty.com

AMERICANSPECIALTYEXPRESS.COM

FIRST REPORT OF ACCIDENT

DATE OF INCIDENT TIME
Team/Club/Organization:
Address:

Telephone Number:

[JAM [JPM | DOES THE INJURED PERSON HAVE OTHER MEDICAL INSURANCE?
Oyes [No

Name of Company:

If so, please provide:

Policy #:

INJURED PERSON: [] Athlete [] Official
[] Other

[J Coach []Spectator DID THIS TAKE PLACE DURING: [ Practice [ Pre-Game

O Employee [ Volunteer (] During Game [] Post-Game [J While Traveling

[] other

INJURED PERSON INFORMATION

Last Name First Middle Telephone Number ( ) [single [Married
Address Social Security Number:
Empl N :
City State Zip IMRIAYEY bl
Address:
Age D.O.B. [OMale [JFemale

GUARDIAN/PARENT (IF INJURED PERSON IS A MINOR)

Last Name

First

Middle

Telephone Number ( )

Address

INCIDENT LOCATION
[_lCompetition area
[_IParking lot

[(JAdmission area

[ IRestrooms [JOff property [IFall (different level) [JAquatic [Foreign Body  [JBumn
{_ILocker rooms [IStore area [Caught in/fon/between  []Overexertion [JFracture [ODeath
[]Premises/grounds [ICollision (with object)  [JAnimal/insect bite/ [JCardiac [JPain
[IBleachers/stands [IStruck by falling/flying sting [[Contusion Clliness
object [JConcussion OSeizures

[CJConcession area

City

INCIDENT

[CAssault/Sexual
[1Assault/Non-Sexual

[Collision (participant/participant)
[JCollision (participant/spectatar)

[Islip/bodily reaction
[1slip/Fall

State Zip
PRIMARY INJURY
[CIDislocation

[cardiac

[INausea
[Istroke

OTooth/Mouth
[CJElectric Shock

[IHypertension
[(]Strain/Sprain

[‘ICollision (spectator/spectator

BODY PART INJURED

DISPOSITION

CLASSIFICATION

IEye-LorR [ ITorso [JArm -LorR | [Released to parent [1Police [_INon-Injury

[ONose [Back OTooth [JRefusal of care [CJAmbulance [CIMinor injury or iliness
[INeck [JFace [JHead [JRefer to doctor [JReport only [Jserious injury or illness
[JEar-LorR [Jleg-LorR [JRefer to hospital or clinic

[OKnee-LorR CJAnkle-LorR [(IMedical attention

[internal [OHip-LorR [CJEMS transport

[Shoulder-LorR [JFoot -LorR [Patient requested EMS transport

[JEbow -L orR [Hand -LorR [[JReleased to personal vehicle

[Owrist-LorR [JFinger or Toe

DESCRIBE HOW THE INCIDENT OCCURRED: (aftach a separate sheet if necessary)

WITNESS INFORMATION

NAME

ADDRESS

TELEPHONE NUMBER

SIGNATURE OF PERSON COMPLETING FORM:

DATE

PRINTED NAME:
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