
  

 
  

PLEASE EMAIL COMPLETED FORM TO  DCFSOOT@abhct.com                                                                                                                                                                              SOO Incident Report Form 02122020 

  CHILD’S NAME 

   Provider:                                                                                                                                                                               Driver:                                                                                                         Veh #:  

INCIDENT/ACCIDENT DETAILS 

Date of Incident:                                                                    Time of Incident:                             AM          PM                                      Duration of Incident:                          MIN           HRS    

Location of Incident:    

Intervention Implemented:                    NO           YES   If yes, provide details: 

 

Staff Involved in Intervention:             NO           YES   If yes, please list names: 

 

List other Witnesses:    

NARRATIVE 

 

 

 

 

Injuries:           NO            YES   If yes, provide details: Treatment:           NO            YES   If yes, provide details: 

  

Emergency/Police/Ambulance Info:   Follow-up:           NO            YES 

  

PERSONS NOTIFIED FOLLOWING INCIDENT 

Name (SW): Date:                                                                                      Time:  

Name (SW Supv): Date:                                                                                      Time:  

Name (ABH) : Date:                                                                                     Time:  

Name: Date:                                                                                     Time:  

Completed By: Title: 

Signature: Date:                                                                                     Time: 

  

RECOMMENDATIONS & FOLLOW-UP 
 
 
 

 

School of Origin Transportation 
Incident/Accident Report Form 

 

 

mailto:DCFSOOT@abhct.com
http://www.ct.gov/dcf/sit
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