UNIVERSITY OF CENTRAL FLORIDA SPORTS MEDICINE DEPARTMENT 
Injury / Illness Report Form

{Please Print Legibly or Type}
Injured / Ill Person 







Soc. Sec. # 




Address 














City 








     State 

     Zip 



Phone 









Check One:
 FORMCHECKBOX 
   Student
 FORMCHECKBOX 
   Employee

 FORMCHECKBOX 
   Visitor
 FORMCHECKBOX 
   Other 





Date of Injury / Illness 




Time of Injury / Illness 


   am  /  pm

Location (Describe exact location-  e.g.  building, room #, grounds location, etc.)-  




Circumstances surrounding the injury / illness  (describe what happened before, during, & after the incident)-

{Use the back of the page for further explanation if needed}
What conditions contributed to the incident? 









Was the injury / illness work related?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

Describe the first aid / care given to the person & by whom 







{Use the back of the page for further explanation if needed}
Was an AED used as part of the care of the person?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO



If yes, by whom? 




     AED Location 





Was the person transported to a medical facility?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

If yes, which facility? 




     By whom? 





Witnesses:



Name




Address





Phone

Are there any persons who may have information regarding the incident not listed above?     FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO


If YES, whom?





     














Name




Address / Phone

Signature of ill / injured person 







    Date 



Signature of person completing form 






    Date 





Department 









UCF  Sports Medicine

01/01/03

