
 

ACT OF VIOLENCE & BODILY INJURY REPORT FORM 
FOR EMPLOYEES, STUDENTS, VOLUNTEERS, ETC. 

 
 

SCHOOL/SITE:_________________________________________  DATE:______________________ 

DID ACT RESULT IN BODILY INJURY?   (   ) YES    (   ) NO 

NAME OF INJURED INDIVIDUAL:______________________________________________________ 

(   ) TEACHER     (   ) SUPPORT EMPLOYEE    (   )STUDENT     (  ) OTHER__________________________ 

ADDRESS:________________________________________________________________________ 

PHONE NUMBER:________________________________  SS#______________________________ 

NAME OF INDIVIDUAL RESPONSIBLE FOR CAUSING INJURY OR COMMITTING ACT OF VIOLENCE: 

NAME:___________________________________________________________________________ 

ADDRESS:_________________________________________________________________________ 

PHONE NUMBER:___________________________________________________________________ 

DATE OF OCCURRENCE:__________________________  TIME OF OCCURRENCE:________________ 

BRIEF DESCRIPTION OF EVENTS:_______________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

NATURE AND EXTENT OF INJURY:______________________________________________________ 

_________________________________________________________________________________ 

ACTIONS TAKEN:___________________________________________________________________ 

WAS THE INJURY A BITE OR RESULTED IN BLOOD OR AN OPEN WOUND?  (   ) YES      (   )  NO 

WAS SCHOOL NURSE NOTIFIED CONCERNING INJURY?:  (   ) YES      (   ) NO 

AUTHORITIES NOTIFIED?:  (   ) YES     (   ) NO 

NAME AND TITLE OF AUTHORITIES NOTIFIED:____________________________________________ 

_________________________________________________________________________________ 

HAVE ANY CHARGES BEEN FILED OR DO YOU EXPECT CHARGES TO BE FILED?  (   ) YES     (   ) NO 

*LIST OF WITNESSES (INCLUDE TITLE AND ADDRESS): 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

RECOMMENDATIONS & COMMENTS:__________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

________________________________________       ______________________________________ 

         SIGNATURE OF PRINCIPAL / SUPERVISOR                             DATE 

 

THIS FORM MUST BE COMPLETED AND FILED WITH THE SUPERINTENDENT’S OFFICE WITHIN 72 HOURS 

OF OCCURRENCE OF ACT OF VIOLENCE.  THE SUPERINTENDENT / CENTRAL OFFICE SHOULD BE NOTIFIED 

BY PHONE OF SUCH ACTS AS SOON AS POSSIBLE. 

*IF INJURY OR ACT IS OF A SERIOUS NATURE, ATTACH A STATEMENT FROM WITNESSES.               
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