Windsor Police Cadets
First Report of Injury


Member

Name:
____________________________________
D.O.B.:
____________________________________
Address:
____________________________________
Phone #:
____________________________________
Description Provided

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
Nature of Injury

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
Medical Services Rendered

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
Witnesses

Name:
____________________________________
D.O.B.:
____________________________________
Address:
____________________________________
Phone #:
____________________________________
Name:
____________________________________
D.O.B.:
____________________________________
Address:
____________________________________
Phone #:
____________________________________
Reported by

Date of Injury

________________________________________________
_________________________________________________

* Upon completion, this form shall be submitted immediately to the Director, who shall forward the original to the Risk Manager and a copy to the member’s file cabinet folder.  

