
 
 

Delta-Montrose Technical College 
ACCIDENT REPORT 

 
NAME OF SCHOOL:       _____________________________________________  
 
LOCATION (class):       _______________________________________________  
 
NAME OF STUDENT/EMPLOYEE:   BIRTH DATE:      ___________  
 
ADDRESS:       ____________________   TELEPHONE:       ______________  
 
PARENT/GUARDIAN:     _____________________________________________   
 
DATE OF ACCIDENT:     ______   TIME OF ACCIDENT:       ______________  
 
TYPE OF INJURY (be specific):       _____________________________________   
____________________________________________________________________   
____________________________________________________________________   
____________________________________________________________________   

 
INSTRUCTOR’S STATEMENT ON HOW INJURY OCCURRED:       ___________  
____________________________________________________________________   
____________________________________________________________________   
____________________________________________________________________   

 
IF ACCIDENT OCCURRED ON A MACHINE, WERE GUARDS IN PLACE: YES NO 
NAME TWO (2) EYEWITNESSES TO ACCIDENT: 
 
     ________________________________      _________________________  
NAME ADDRESS 
 
     ________________________________      _________________________  
NAME ADDRESS 
 
WHO PERFORMED FIRST AID:       ___________  POSITION:      _________  
 
Was the injured student/employee sent: 

 class      work     home     physician     hospital 
 
Name and address of Physician or Hospital that gave treatment: 
     _______________________________________________________________   
____________________________________________________________________   

 
     _____________________________       ________________________  
INSTRUCTOR/SUPERVISOR SAFETY DIRECTOR 


