Form-GER(&a)

ENntered BY......coo i
Entry Date & Time

Data Collection for Event: Injury

Injury Information

Injury Type* O Abrasion O Airway Obstruction O Allergic Reaction O Bite/Sting O Bleeding
O Bruise O Burn O choking O concussion O cut O Dislocation
O Fracture O Frostbite O Hematoma O Infection O Laceration O Lesion
O Loss of Consciousness O Pain O Poisoning O Puncture O Rash/Hives
O scrape O sprain/strain O sunburn O swelling/Edema O other
If Other

Y

Injury Cause * O Abuse

O Accident Motor Vehicle
O Bumped Into O Eating Behavior

....................................

O Accident Other O Adaptive Equipment O Assault
OFal OsiB

O Environmental Hazard O Exposure

O Ingestion of Foreign Material O Insect O Medical Condition O Medical procedure
O Restraint O seizure O Undetermined If Other ..o
This event was * O Observed O Discovered Time of INJUIry *.eeeeeiiieiiiciecieeceecnenens am/ pm
Specific Location O LivingRoom O Bedroom O Dining Room O Kitchen O Bathroom
O Hallway O staircase O Activity Area O Recreation Area O Outdoors
O unknown O other IfOther ..o,
Treatmentby O None Oself O Family O staff/LPN O Physician/other medical O RN Nurse
O ER/Hospital
Time of Treatment  cccccceeeiiiiiiiiiiiiiiiiiiii, am/ pm Treatment date, if different
thaneventdate  ..........ccciiviivieneennen. am/ pm
Injury Size
Length (cm) Width (cm) Depth (mm)
Injury Color OBeige  OBlack OGreen O Multi-colored  OPink  OPurple O Red O Yellow
O other If Other

Injury Severity * O Very Minor (No treatment)
O severe (Hospital, ER/admission)

SIGNATURE.........ccooiiiiiii i,
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.......................................

O Minor (First aid)
O Death

O Moderate (Nurse/Physician treatment)

Note:- Required fields are marked with an asterisk (*)
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Form-GER(&a)

|

Body Part(s) * O Abdomen O AnkleLeft O AnkleRignt OArmLeft O Arm Right O Back

O Buttocks O Chest O Ear Left OEearRight O Elbow Left O Elbow Right

O Eye Left O Eye Right O Face O Fingers Left O FingersRight O Foot Left

O FootRight O Genitals O Hand Left O HandRight O Head O Hip Left

OHipRight O Internal O Knee Left O kneeRight O Lips Mouth O Neck

O Nose O Rectum O shoulder Left O shoulder Right O Systemic O Teeth

O Throat O Toe Left O Toe Right O Tongue O Wrist Left O wrist Right
Event Summary ................................................................................................................................................
WIENESS 1 | ittt ettt ettt ae st ss s s ese st e s ensens
WIENESS 2 | ettt ettt ae et ss st st nsensns

B

Photo Attached Photo Date ........cccceeeiiviiivvieiiceeeieeeeeeeenn.
SIGNATURE............oiii NAME......o.oi DATE..........ceevien. TIME............coo..... am pm

Note:- Required fields are marked with an asterisk (*)
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