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Genesis

FAMILY DAY CARE SERVICES

Incident, Injury, Trauma and lliness Record
(Circle relevant type of record)

SUrNAMe: GIVEN NAMBS:

Date of birth: ........ A 2 A

ROOM / rOUD:

Incident/injury/trauma

Circumstances leading to the incident/injury/trauma: ...
Products or structures inVoIVed: ...
Location: ... Time: ... am/pm Date: ... A 2

NaME OFf WitNESS:
Signature: ... Date: ... A yA—

Nature of injury sustained:

O O O JAbrasion, scrape O Cut

et F ‘ O Bite O Rash
/; ' ( U O Broken bone / fracture [ Sprain
! -\ }
” J \ . .
|\ ), 3 O Bruise O Swelling
O Burn O Other (please specify)
IV N\
O Concussion
A
4\



llIness

Circumstances surrounding child becoming ill, including apparent symptoms: ...

Time of illness: ................... am/pm Date of illness: ........ 2 2

Details of action taken, including first aid administration of medication: ...

Medical personnel contacted: Yes / No

If yes, provide details: ...

Name: ... Signature: ..

Timerecordwasmade: ... am/pm Date record was made ........ A A

Parent/guardian: ... Time: ... am/pm Date: ... A A
Director/teacher/coordinator: ....................... Time: ... am/pm Date: .. . A /o
Regulatory authority (if applicable): ................ Time: ... am/pm Date: ... [ A



(name of parent/guardian)
have been notified of my child’s incident/injury/trauma/illness.

(Please circle)

Signature: ... Date: ... A /o




