<Show>

Stage Manager: <Name>

Assistant Stage Manager: <Name>

Accident Report
· All accidents must be reported to department within 24 hours of occurrence.
Basic Information

	Name:

	Address:

	City:
	State:
	Zip:

	Home Phone:
	Work Phone:

	Email Address:


Personal Information
	Doctor’s Name
	Doctor’s Phone Number:

	Insurance Carrier:
	Policy Number:

	Allergies:

	

	Emergency Contacts:

	

	


Injury/ Accident Report

	Time:
	Date:

	Location:

	Description:

	

	

	

	Actions Taken:

	

	

	

	

	

	Did injury require hospitalization:

	Part of body injured:

	Is the injury eligible for Workers Compensation:


Reported by:________________________________________
Date:________________________

Signature:__________________________________________
Date:________________________

