
General Liability
INCIDENT/ACCIDENT REPORT INSTRUCTIONS

General Information

__________________________________________________________________________________________________________________________________________________________
Member Name									Bui         lding name				
				  

__________________________________________________________________________________________________________________________________________________________
Date of incident/accident								time			       

__________________________________________________________________________________________________________________________________________________________
Name of injured									         Social Security Number

Is injured:   m student     m employee     m visitor     m volunteer     m contractor     m contracted employee

__________________________________________________________________________________________________________________________________________________________
Date of birth									parent          name	

__________________________________________________________________________________________________________________________________________________________
Address of Injured/Parent

__________________________________________________________________________________________________________________________________________________________
Home phone of Injured/Parent							o       ffice phone of Injured/Parent

Insurance Information 

Is the person covered by any other health care coverage (including coverage under parents/guardians plan)?   m yes     m no 

If no, sign here: _________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
Name of Health Care Coverage/Plan				mai    ling address		cit  y		state		    zip

__________________________________________________________________________________________________________________________________________________________
Policy/Contract Number					     group number		Guarantor   Name

Location of accident:   m School Bldg.     m School Grounds   m School Bus    m To/From School    m other   Describe: ___________________________

Place of accident:        m classroom          m gym m Shop m hallway/stairway  m playground

      m parking lot        m sporting event/practice m other   Describe: _________________________________________________

Describe incident/accident: _____________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
Witness name									p         hone

__________________________________________________________________________________________________________________________________________________________
Nature of injury

Was medical treatment sought?   m yes     m no   Where? ______________________________________________________________________________________________

If hospital, was ambulance called?   m yes     m no   Ambulance company: _____________________________________________________________________________

Additional remarks: _____________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
report prepared by									tit         le

__________________________________________________________________________________________________________________________________________________________
Phone										date         

MASB-SEG Property/Casualty Pool, Inc.

Please send completed forms to: pcclaims@setseg.org or fax to 517.482.0800

m a.m.     m p.m.
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Please E-mail completed forms to julianne.schultz.fraserk12.org
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