CAFB Incident Report Form 
Accidental/Behavioral/Injury 
Date of incident:  __________ Time:  ________________________    Location: ______________________________________________________________________________
Child/Adult Name:  
____________   Program: ______________________________________
(If Child) Caregiver Name: _______
__Caseworker:__________________________ CAC Staff Member:______________   CASA Staff Member: _________________________ 
Phone Number(s):
_____________








Date of birth:  ________________
Male ______
Female _______
____ Refusing to Follow Directions/Listen                  ____ Inappropriate peer interaction

____ Throwing Items                                                    _____ Disruptive 

____ Teasing/Bullying



   _____ Leaving without Permission

____ Physical/Emotional Outburst  


   _____ Safety Concerns (Self/Others)

____ Employing excessive & inappropriate attention-seeking behaviors

____ Other
Did an injury occur? (circle one)   Yes  No  
Who was injured person? ____________________________________________________________________
 Type of injury:  






________________________
Details of incident:_____________________________________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.    
Injury requires physician/hospital visit? (circle one)
Yes    No 
Name of physician/hospital:  











Address:  













Physician/hospital phone number:  









Actions Taken: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________-  __
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Outcomes:____________________________________________ ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Dismissal from Program? (circle one)    Yes  No

Case Worker Notified? (circle one)     Yes   No   N/A       Caregiver Notified? (circle one) Yes No
CAC/CASA Staff Member Notified? (circle one)  Yes  No
Signature of witness: ______________  ___________    Date:________________
                                                                , CASA Staff

Signature of witness: ___________________________   Date:________________

                                                                  , CASA Staff

Signature of Program Director: __________________________  ___   Date: _______________
                                                    Metoyer Martin

Signature of Executive Director: __________________________  __    Date: _______________
                                                       Ruthanne Mefford

Return copy of this form to Caregiver, Staff Representative, Program Director, & Executive Director the day of event.
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