ACCIDENT/INJURY REPORT (Non-Employee)

ARCH/DIOCESE_______________________

Date_____________________ Person Completing Report_____________________________

Location_____________________________Telephone_____________________ Ext._______

Address_____________________________ City______________ State_______ ZIP________

Date of Accident___________________ Time of Accident____________ (AM)  (PM)

Describe Accident Area_________________________________________________________

Activity at Time of Accident_____________________________________________________

Facts of Accident_______________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Injured Person_________________________________________________________

Age_____ Home Phone ___________________________ Work Phone___________________

If minor (under age of 18) Parent/Guardian________________________________________

Address_______________________ City___________________ State______ ZIP__________

Husband/Wife/Children_________________________________________________________

Nature of Injury_______________________________________________________________

Emergency Medical Called (YES)___  (NO)___ Transported to Hospital (YES)___ (NO)___

Name(s) and Telephone Number(s) of Witnesses

____________________________________________________________________________________________________________________________________________________________

Fax this form and any medical bills to:  Catholic Mutual Group, Attn:  Claims Department at (402) 551-2943

