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Incident Date   Location   Time 

_______________         ______________________________________________________      ______________________ 

INJURED PARTY INFORMATION 

Injured Party’s Name (Last, First, M.I.)   Birthdate 

_________________________________________________________________________    ______________________ 

Injured Party’s Mailing Address (Street, City, State, Zip)    Telephone Number 

__________________________________________________________________     ____________________ 
Nature and Extent of Apparent/Claimed Injury (Describe incident in detail on page 2) 

Photographs Taken If Yes, by Whom First Aid Given   If Yes, by Whom 
Yes  Yes 
No      ____________________    No    ___________________ 

PROPERTY DAMAGE/LOSS INFORMATION 
Property Owner’s Name (Last, First, M.I.)     Telephone Number 

_______________________________________________________________________         ______________________ 

Property Owner’s Mailing Address (Street, City, State, Zip) 

________________________________________________________________________________________ 
Nature and Extent of Damage/Loss (Describe in detail on page 2) 

ACCIDENT REPORT 
(Other than Motor Vehicle) 

400 W 1ST STREET 
KENDALL Hall 205 
CHICO, CA 95929-0130 
530-898-6588
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WITNESS INFORMATION 
Name (Last, First, M.I.)         Address (Street, City, State, Zip)   Telephone Number 
1.__________________________    _____________________________________     ________________ 

2.__________________________   _____________________________________    ________________ 

3.__________________________         _____________________________________      ________________ 
Reporting Employee’s Name and Title     Telephone Number 

_______________________________________________________________      ______________ 
Reporting Employee’s Signature 

_______________________________________________________________________________________ 
Reporting Employee’s Supervisor’s Name and Title   Telephone Number 

____________________________________________________________________   ________________ 
USE ADDITIONAL SHEETS AS NECESSARY 

Describe Specific Location and Details of Incident 
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