


Incident, Injury, Trauma and Illness - Record CS
FORM DECLARATION
By signing this form, I declare that this Record has been completed as soon as practicably possible and no later than 24 hours after any incident, injury, trauma or illness has occurred while the child is being educated and cared for by the service. 

Name of Person Completing Form	________________________________________________
Signature of Person Completing Form	________________________________________________ 
Time and Date Form Completed	________________________________________________
Please track any additional changes to the form by writing the time and date next to any areas that are different from the time and date listed above. The signature of the parent and signature of person making the changes is also required next to each change.
Child’s full name			______________________________________________________
DOB and Age in Years/Months	_______________________________________________________
Time and Date Incident or Injury Occurred or Injury Received _______________________________________________________________________________________
Time and Date of Onset of lllness _______________________________________________________________________________________

Circumstances leading to Incident, Injury or Trauma
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Nature of injury sustained
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

Circumstances and symptoms surrounding any Illness 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Details of any person who witnessed the Incident, Injury, Trauma or Illness
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Details of people contacted by the service (including attempted contacts) in relation to any accident, injury, trauma or illness
	
	Full Name
	Time and date
	Successfully contacted
Y or N
	Person who made contact

	Parent/Authorised Nominees
	
	
	
	

	Supervisor
	
	
	
	

	Regulatory Authority (if applicable)
	
	
	
	

	Health Authorities
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Details of any action taken by the service in relation to any accident, injury, trauma or illness. 
Include names of any individuals taking action
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________




Details of any medication administered or first aid provided by the service.
Include the names of any individuals administering medication or providing first aid
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________

Time and Date that any Medical Personnel contacted _______________________________________________________________________________________
Name(s) and contact number of any Medical Personnel or Service contacted _______________________________________________________________________________________

Was the child transported by ambulance?
Yes		No
If known, details of any medication administered or first aid provided by any Medical Personnel or Service 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did the illness/incident require notification of Health Dept/other recognised authorities? 
Yes		No
If Yes, Please ensure details included in table above. 

Does the illness/incident require the child to be excluded from care?
Yes		No
If Yes, please outline the recommended minimum exclusion period: ________________________________
Please note that children requiring an exclusion period will not be allowed to return to the service until a medical certificate is produced stating the child is fit to return. 
Were all appropriate and relating policies and procedures followed when dealing with the illness/injury? Yes		No
Name and details of policies and procedures followed
______________________________________________________________________________________________________________________________________________________________________________



	Parent’s Name(s):

	



Date:

	I acknowledge I have been notified of my child’s incident/injury/trauma/illness.
Parent’s Signature(s):
	


Parent’s acknowledgement and comments

Were you satisfied with our treatment of your child’s Incident, Injury, Trauma and Illness? 
Yes		No

Are you satisfied that all policies and procedures at the service have been appropriately followed? 
Yes		No

Is there any additional information or support you need?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________

If you feel our practices could be improved, please outline any suggestions below/any further comments
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________
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