AMERICAN SPECIALTY ol b o AMERICAN SPECIALTY INSURANCE & RISK SERVICES, INC,

7609 W.JEFFERSON BLVD., SUITE 150

F) x:‘x FORTWAYNE, IN46804-4133
FIRST REPORT OF ACCIDENT American PHONE: 800.566.7941 Fax: 260.969.4729
Specialty email: claims@americanspecialty.com

DATE OF INCIDENT TIME [Oam CIPM | DOES THE INJURED PERSON HAVE OTHER MEDICAL INSURANCE?
Association/Organization: Clyes [ONo Ifso, please provide:

Address: Name of Company:

Telephone Number; Policy #:

INJURED PERSON: [] Athlete [] Official  [] Coach [Jspectator DID THIS TAKE PLACE DURING: ] Practice [} Pre-Game
[J Employee [ volunteer [ Other

[ During Game [ Post-Game [] While Traveling
[ Cther

INJURED PERSON INFORMATION

Last Name First Middle Telephone Number ) [(single OMarried

Address Social Security Number:

City State Zip Employer Name:
Address:

Age D.0.B. [OMale [JFemale

GUARDIAN/PARENT (IF INJURED PERSON IS A MINOR)

Last Name First Middle Telephone Number { )

Address City State Zip

INCIDENT LOCATION (INCIDENT I : . PRIMARY INJURY @ *
[_lCompetition area [JConcession area [ |Assault/Sexual [CIStip/bodily reaction [IDislocation [ONausea
[_Parking lot [JAdmission area [ JAssault/Non-Sexual {Islip/Fall [ 1Amputation ICardiac [IStroke
[_IRestrooms [CJoff property [_IFall (different level) ClAquatic [JAbrasion [CJForeign Body [IBum
{_lLocker rooms [JStore area {_lCaught infon/between  [_]Overexertion Laceration [CFracture [peath
__Premises/grounds L_ICollision (with object)  [JAnimalfinsect bite/ Drowning [CCardiac [Pain
{_IBleachers/stands {_1Struck by falling/flying sting Sting/bite [CIContusion [Ciiness
Cold Injury [OConcussion [ISeizures
L_|Collision {participant/participant} Hypertension  [_]Tooth/Mouth
_ICollision {participant/spectator) [OIstrain/Sprain ~ []Electric Shock
[_ICollision {spectator/spectator’

BODY PART INJURED DISPOSITION CLASSIFICATION -
[ClEye-LorR [OTorso [JArm-LorR | [JReleased to parent [JPalice [INon-Injury
[CNose [(IBack {OJTooth [ IRefusal of care [CJAmbulance [Minor injury or iliness
[CINeck OFace [Head [Refer to doctor [JReport only {JSerious injury or ifiness
OEar-LorR [leg-LorR [IRefer to hospital or clinic
ClKnee-LorR OAnkle-LorR [CMedical attention
Ointernal [OHip-LorR [CJEMS transport
Oshoulder-LorR  [JFoot -LorR [Patient requested EMS transport
[COElbow -L arR [Hand -LorR {JReleased fo personal vehicle
Cwrist-LorR CJFinger or Toe

DESCRIBE HOW THE INCIDENT OCCURRED: (aftach a separate sheet if necessary)

WITNESS INFORMATION
NAME

ADDRESS TELEPHONE NUMBER

SIGNATURE OF PERSON COMPLETING FORM: DATE

PRINTED NAME: PHONE:

INCIDENT REPORT FORM UPDATED: 09/2025



