FIRST REPORT OF ACCIDENT

If injury was serious or a fatality: IMMEDIATELY notify American Specialty Insurance &  Type of Injury/Accident: ~ Injured Party:

Risk Services, Inc. Telephone: 800.566.7941 (24 hours a day/ 7 days a week) OBodily Injury DAthlete
. OProperty Damage OVolunteer
U.S. Program/Area: Date of Incident: OAutomobile OCoach
. . OOther: OEmployee
Injured Person/Party Information OSpectator
Name: OUnified Partner
: ap O
Last First MI Doy et
Address:
Street City State Zip
Home Phone: ( ) Work Phone: ( )
Gender: O0Male OFemale Social Security Number: - -
Description of Accident (If automobile accident occurred, please attach a copy of the police report.)
Describe how the accident occurred (Attach a separate sheet if necessary):
Site/event where accident occurred:
Accident Occurred During: Disposition: Sport: Body Part Injured:
OTraining/Practice OReleased to parent DOAlpine Skiing OEquestrian OSnowshoe OHead
OCompetition ORefusal of care OAquatics OFigure Skating OSoccer ONeck
OTraveling to or from SO event ORefer to doctor OAthletics OFloor Hockey OSoftball OTorso
OOther: ORefer to hospital or clinic OBadminton OGolf OSpeed Skating OBack
OMedical attention OBascball OGymnastics OSwimming OHand  (L/R)
Type of Injury: OEMS transport OBasketball OKickball OTable Tennis OFinger  (L/R)
as th bleedi OPatient requested EMS transport OBocce OPower Lifting OTeam Handball OElbow (L/R)
DLevere C,ut Wl;t . ceding OReleased to personal vehicle OBowling ORelay Game OTennis OShoulder (L/R)
DBESS Ej;ous ruise or cut OPolice OCheerleading ORoller Skating OTrack and Field OLeg (L/R)
Dcrea racture OAmbulance OCross Country Ski OSailing OVolleyball OKnee (L/R)
ar Onlcu§510n OReport Only OCycling OSnowboarding OOther: OThigh  (L/R)
DFa:al.ytsm OOther: OShin (L/R)
atality L/R
OOther: OToe (L/R)

Contact Provider Information (If an athlete or underage volunteer was injured, please identify the care provider and/or responsible party, e.g. parent, legal guardian.)

Name: Employer Name:
Address: Employer Address:
Home Phone: ( ) Work Phone: ( )

Does the injured person have medical insurance? OYes CINo
If yes, insurance provided by: [Injured Person [Care Provider/Responsible Party
Please provide name of Company and Policy Number:

Parent/Guardian/Group Home Notified: [ Yes O No

Date Notified:

O Achlete is own guardian

Witness Information (Please provide names and phone numbers of any witnesses to the incident.)

Witness #1 Name: Daytime Phone: ( )
Witness #2 Name: Daytime Phone: ( )
Person Completing this Form

Name: Daytime Phone: ( )
Email:

Send completed form to: Greg Vanselow, Vice President of Operations, Special Olympics Minnesota, 900 Second Avenue South,
Suite 300 Minneapolis, MN 55402, or Fax 612.333.8782



DOCUMENTATION




