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Marathon Central School District 
1 East Main Street, PO Box 339 Reportable Accident Form 
Marathon, New York 13803 Check One:  Student/Athlete  Employee 
 
SECTION A:  Event  
Name of Person Filing this Report __________________________________ Title ______________________________________  

Date of Accident: __________ Hour (AM/PM): _______ Was the Individual Treated?   Yes   No    Hospitalized:  Yes   No 

Where was treatment provided?  (Check all that apply):  On-Site (Please Specify) ____________   Ambulance   Hospital  

If more than one person was injured, how many were injured? (Complete a form for each individual) ________________________   

SECTION B:  Facility Information 

At what facility did the accident occur?  Bus Garage  Appleby ES  High School  Other___________________   

Where did the injury occur? (Please be Specific) __________________________________________________________________  

SECTION C:  Individual’s Description 

Name of Individual (Last, First, MI.) _______________________  (SS# ________________ ) Age _______  Male  Female 

Permanent Street Address (If Known) __________________________________________________________________________  

Town, Village or City _______________________________________________________________________________________  

Area Code/Home Phone Number ______________________________________________________________________________  

Name of Parent or Legal Guardian (Last, First, MI) ________________________________________________________________  

SECTION D:  Injury Description (Check All That Apply; Provide Necessary Details in the Space Provided) 

Type of Injuries:  

 Burn Bruise  Concussion   Cut/Puncture  Dislocation  Fracture  Sprain 

 Suffocation/Drowning  Other (Please specify) _____________________  
 
 
Area(s) Injured: 

 Ankle   Arm  Back  Eyes  Face   Foot  Hand  Head  

 Hip  Knee  Leg  Neck  Respiratory  Shoulder  Trunk  Wrist 

 Other (Please specify) ______________________ 

Describe the injured area and indicate LEFT or RIGHT (if necessary) for any of the above checked items: _____________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 
 
What was the individual doing? 

 Athletics   Classroom Activity  Cooking  Lab Activity  Eating  

 Extra-Curricular  Fighting  Operating Machinery  Physical Education  Play Period 

 Restraining  Supervision  Transportation ______  Other (Please Specify)    __________________  

Please provide the specific activity that was taking place at the time of the injury: __________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
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Cause of Injury: 

 Collision w/ (Specify below)   Contact w/ object  Falling/Stumbling   Motor Vehicle  

 Struck by (Specify Below)  Other (Specify)  ___________________________________  

Please provide a supporting statement to the area(s) checked above: _____________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 
 
Contributing Factors:  Please provide a brief statement indicating the contributing factors:__________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 __________________________________________________________________________________________________________  
 
 
SECTION E:  Treatment 

Who assisted the individual?  (Check All That Apply) 

 Staff/Teacher  Coach  First Aide Provider  School Nurse   Physician 

 EMT   Ambulance  Individual Refused Treatment 

 Other (Please Specify)  ___________________________________    

 
What assistance was provided? (Check All That Apply) 

 Anti-inflammatory  Icepack  General First Aid  Resuscitation  Recommended Rest  

 Other (Please Specify) ____________________________________________________________________________________  

 ________________________________________________________________________________________________________  

 ________________________________________________________________________________________________________   

 
SECTION G:  Narrative  (Provide a brief description of the event, including pre-event contributing factors) 
 
 
 
 
 
 
 
 
 
 
 
Signature of Person Filing this Report Title Date  
 
 
 
Signature of Person Receiving this Report Title Date  


