	P.W.S.A. ACCIDENT REPORT FORM

	
	
	
	
	
	
	
	
	

	PLEASE PRINT
	
	
	
	
	COMPLETE IN TRIPLICATE

	(Please complete and forward this form to your Divisional Co-Coordinator as soon as possible)

	
	
	
	
	
	
	
	
	

	1.  NAME AND ADDRESS OF INJURED PARTY:
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	NAME:
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	ADDRESS:
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	CITY
	 
	PROVINCE
	
	POSTAL CODE
	
	PHONE # (WITH AREA CODE)

	
	
	
	
	
	
	
	
	

	TEAM NAME:
	 
	 
	 
	PWSA DIVISION:
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	2.  NAME OF PARENT/GUARDIAN, IF INJURED PARTY IS A MINOR:
	
	
	
	

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	3.  DATE OF ACCIDENT:
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	4.  LOCATION OF ACCIDENT:
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	5.  EVENT:
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	6.  DESCRIBE HOW ACCIDENT HAPPENED:
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	7.  SUSPECTED INJURY:
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	8.  DO YOU SUSPECT INJURY TREATMENT WILL EXCEED WHAT IS PAID FOR BY YOUR ONTARIO HEALTH
	

	     PLAN / DENTAL PLAN?
	
	YES:
	 
	NO:
	 
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	Name of Team Coach or Manager (Please print and sign name)
	
	
	
	Date
	

	 
	 
	 
	 
	 
	 
	 
	 
	 

	Official Use only:
	
	
	
	
	
	
	
	 

	The above listed team member is a registered player of the PWSA
	
	
	
	 

	 
	
	
	
	
	
	
	
	 

	 
	 
	 
	
	 
	 
	 
	 
	 

	Date Received
	
	
	
	PWSA Divisional Co-Coordinator

	 
	
	
	
	
	
	
	
	 

	Date Insurance Claim Form forwarded to Insured Member:
	 
	 
	 
	 

	(Copy to be forwarded to PWSA Treasurer)
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	


