AMERICAN SPECIALTY INSURANCE & RISK SERVICES, INC.
AMERICAN SPECIALTY 7609 W. JEFFERSON BLVD., SUITE 150
_ ) Eji FORTWAYNE, IN46804-4133
FIRST REPORT OF ACCIDENT s American PHONE: 800.566.7941 Fax: 260.969.4729
Specialty email: claims@americanspecialty.com
DATE OF INCIDENT TIME {Jam [JPM | DOES THE INJURED PERSON HAVE OTHER MEDICAL INSURANCE?
Association/Organization; [yes [ONo Ifso, please provide:
Address: Name of Company:

Telephone Number: Policy #;

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

[J During Game [] Post-Game [] While Traveling
[ Other

INJURED PERSON INFORMATION

Last Name First Middle Telephone Number ( ) [Clsingte OMarried

Address Social Security Number;

Employer Name:
Address:

City State Zip

Age D.Q.B. [OMale [JFemale
GUARDIAN/PARENT (IF INJURED PERSON IS A MINOR})

Last Name First Middle Telephone Number ( )

Address City State Zip

INCIDENT LOCATION INCIDENT : S PRIMARY INJURY ..~
i_|Competition area [JConcession area | |Assault/Sexual [IsSlipfodily reaction [Dislocation [ONausea
[_JParking lot [CJAdmission area [ ]JAssault/Nan-Sexual [slip/Fall {JCardiac []Stroke
{_IRestrooms [JJOff property [IFall (different level) CJAquatic CForeign Body  []Burn
[_Locker rooms [JStore area Caught infon/between  [_JOverexertion [ JFracture {]Death
_Premises/grounds Collision (with object)  [JAnimalinsect bite/ [(Jcardiac {JPain

[ |Bleachers/stands {IStruck by falling/flying sting [C(Centusion flliness
[JConcussion f ISeizures
Collision {participant/participant} i [JTooth/vouth
Collision (participant/spectator) [JElectric Shock

BODY PART INJURED DISPOSITION CLASSIFICATION 707
{|Eye-LorR Torso C]Arm-LorR | [JReleased to parent [JPolice [CJNon-Injury
[TINose [OBack [CJTooth CIRefusal of care [Jambulance [Minor injury or iliness
CONeck [(IFace FHead [JRefer to doctor [JReport only [Jserious injury or iliness
ClEar-LorR {Mleg-LorR [CIRefer to hospital or clinic
[Knee-LorR {JAnkle-LorR [COMedical attention
COinternal [QHip-LorR [CJEMS transport
[Jshoulder-Lor R [ JFoot -LorR [_JPatient requested EMS transport
[JEbow-LorR [OHand -LorR [(iReleased to personal vehicle
[wrist-Lor R [JFinger or Toe

DESCRIBE HOW THE INCIDENT OCCURRED: (atfach a separate sheef if necessary)

WITNESS INFORMATION

NAME ADDRESS TELEPHONE NUMBER
1 ( )
2 ( )
SIGNATURE OF PERSON COMPLETING FORM: DATE
PRINTED NAME: PHONE:
INCIDENT REPORT FORM

UPDATED: 09/2025



