EMPLOYEE
ACCIDENT, INJURY, WEST FARGO

PARK DISTRICT
OR INCIDENT REPORT —
PERSON INVOLVED
Name Date of Birth Supervisor
Phone Social Security
INJURY

Was there an injury?

Yes/No Body Part Type of Injury

MEDICAL PROVIDER

Did you seek treatment? Provider

Phone Number

INCIDENT

Date Time Type

Location Park/Room Program

Describe Incident

How could this be prevented?

SUBMITTER
Name Date Phone
WITNESS

Name Contact

Name Contact

Name Contact




