
 
Nursing 

S T U D E N T  A C C I D E N T  R E P O R T   

Student’s Full Name:  _____________________________________________________________________________ 

Mailing Address:  ___________________________________________________ Telephone: ___________________ 

□ Male      □ Female             Describe any physical handicaps: _________________________________________ 

Exact location of accident:  ________________________________________________________________________ 

Date and time of accident: _____/_____/__________ at ___________   □ AM  □ PM 

Program:  _______________________________________________________________________________________ 

Type of accident (fall, burn, cut, etc.):   _______________________________________________________________ 

Part of body affected:  ____________________________________________________________________________ 

Cause of accident (hazard):  ________________________________________________________________________ 

Describe accident briefly:   

What immediate medical attention did student receive?   □ None        □ First Aid      □ Hospital     □ Own Doctor 

Did Student Report at once?   □ Yes    □ No   If no explain:  ____________________________________________      

Instructor & Director notified (within 24 hours):  □ Yes    □ No  

               When? _____/_____/__________ at ___________    □ AM     □ PM 

Witness to accident (Name):  _______________________________________________________________________ 

Instructor Report:  

Scene of accident    □ Yes    □ No 

Comments: ______________________________________________________________________________________ 

Action taken: ____________________________________________________________________________________ 

Signature: __________________________________________________________   Date: _____/_____/__________ 

Note: the student is responsible for his/her own medical cost.  
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TMCC is an EEO/AA (equal opportunity/affirmative action) institution and does not discriminate on the basis of sex, age, race, color, religion, disability, national origin or sexual orientation in the programs or activities 
which it operates. 
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