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	Reported by:                                                                         Date:  11/7/2007
Muscogee County Schools

INSTRUCTIONS:
Please complete the General Information section for all claims.  Indicate below the status of this incident by checking the appropriate box.

	 FORMCHECKBOX 
  1. Minor accident or incident report only.

 FORMCHECKBOX 
  2. Report of new claim.

 FORMCHECKBOX 
  3. Addition to established claim no.      
 FORMCHECKBOX 
  4. New major claim involving serious   injury or property damage.


	What type of claim is being filed?   FORMDROPDOWN 

Please complete the following section(s) for the appropriate claim:

Student Injury Claim:  Section A only

General Liability Claim:  Section A only

Property Liability Claim:  Sections A & B

School Professional Liability Claim:  Sections A & C

	SECTION A: GENERAL INFORMATION

	Name of School or Other Facility:
	     
	Department:       

	Street Address:
	Columbus, Georgia
	Phone:       

	Injured Person:

(Use separate sheet for additional injured parties.)
	 FORMDROPDOWN 


	Name:
	     
	 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female    Age:      Grade:   

	Home Address:
	     
     
	Phone:       

	Time Accident Occurred:
	Date:       
	Time:       
	 FORMCHECKBOX 
 AM        FORMCHECKBOX 
 PM

	Location of Accident:
	 FORMDROPDOWN 
      If other, type response here


	Description of the Accident:
	How did the accident happen?  What was the person doing?  Specify any tool, machine, or equipment involved.

     
Was police report filed?       FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

If yes, name of police department to which report was filed: 

Police Department and Investigating Officer

	Immediate Action Taken:
	 FORMCHECKBOX 
 First Aid Treatment          FORMCHECKBOX 
 Sent Home          FORMCHECKBOX 
 Sent to Hospital

 FORMCHECKBOX 
 Sent to Physician              FORMCHECKBOX 
 No Action Taken

	Physician & Hospital Name:
	Physician:  Physician's Name
	Hospital:  Hospital Name

	Relative / Individual Notified?:
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No                         When:                          How:       

	
	Name:  Relative / Individual Name
	Phone Number:       

	By Whom?: (Enter Name)
	Name

	Witnesses:
	Name 1:     Witness Name 1
Address 1:  Street Address, City, State, Zip
Name 2:     Witness Name 2
Address 2:  Street Address, City, State, Zip

	SECTION B: PROPERTY LOSS

	Description of Loss:
	Date of Loss:                             Estimated Total $ of Loss:  $0.00
Description of damaged property (i.e., building, fence, vehicle, etc.):

Description of damaged property
Location of Loss:  Location
Police or Fire Department to which reported:       
Cause of Loss:   FORMDROPDOWN 
                   If other, type response here.
Description of Loss & Damage:

Enter brief description of loss / damage


	Lien Holder / Recovery
	Name & Address of Mortgage or Loss Payee (if none, so indicate):

Name of Mortgage / Loss Payee
Street Address
City, State, Zip
Telephone #
If Damage Caused by Third Party, Name & Address:

Name of Mortgage / Loss Payee
Street Address
City, State, Zip
Telephone #
Other Party’s Insurance Carrier & Policy No. (if none, so indicate):

Insurance Carrier
Policy No.
Report made to this company?    FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No



	Vehicle Vandalism Damage
	Vehicle Number: Vehicle Number
Repair Estimate:       

Date Paid:                                                 Insurance Paid Amount: $0.00

	I understand that if continued vandalism or other problems occur, I must bring my vehicle to the 

Transportation Center to be parked.

Signature of Driver




	SECTION C: ERRORS AND OMISSIONS CLAIMS

	Name(s) of individual(s) who may be involved in claim:
	1.       
2.       
3.       

	Name of possible claimant:
	     

	Date of alleged error, event or dispute:
	     

	Detailed description of events:
	     


	Administrator / Employee Contact:            Date:       

	Additional Remarks

	Remarks:

Distribution List:
	Additional Remarks, if any:

     
Reported to:       

	
	(1)  Lisa Stinson
(3)       
(5)       
	  (2)       
  (4)       
  (6)       
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