NORTHERN VIRGINIA TRAVEL BASEBALL LEAGUE (NVTBL) ASG0911211 / 7311604127

AMERICAN SPECIALTY INSURANCE & RISK SERVICES, INC.
7609 W. JEFFERSON BLVD., SUITE 150

FORT WAYNE, IN 46804-4133
PHONE: 800.566.7941 Fax: 260.969.4729

FastCov.Com

FIRST REPORT OF ACCIDENT

AMERICAN SPEGIALTY®

DATE OF INCIDENT TIME JaM (JPm | DOES THE INJURED PERSON HAVE OTHER MEDICAL INSURANCE?
Team/Club/Organization: [OYes [ No Ifso, please provide:
Address: Name of Company:

Telephone Number: Policy #:

INJURED PERSON: [] Athlete [ Official {7 Coach [JSpectator DID THIS TAKE PLACE DURING: [ Practice [] Pre-Game

[ Employee [ Volunteer [ Other [ During Game [] Post-Game [] While Traveling

[ Other

INJURED PERSON INFORMATION

Last Name First Middle Telephone Number ( ) Osingle [OMarried
Address Social Security Number:
City State Zip Employer Name:

Address:

Omate [JFemale

Age

GUARDIAN/PARENT (IF INJURED PERSON IS A MINOR})
First Middle

Last Name Telephone Number ( )

Address City State Zip
INCIDENT LOCATION INCIDENT PRIMARY INJURY

[ JCompetition area [JConcession area [JSlip/bodily reaction [IDislocation
[JParking lot [CJAdmission area Oslip/Fall Ocardiac
[JRestrooms [Joff property [JAquatic {CJForeign Body
[JLocker rooms [store area (JCaught infon/between  [CJOverexertion [CFracture
[_|Premises/grounds [CJcollision (with object)  [JAnimal/insect bite/ [JCardiac

{ |Bleachers/stands [)Struck by falling/flying sting [JContusion
object OConcussion
[_JColiision (participant/participant) OTooth/Mouth
[Collision (participant/spectator) OEiectric Shock

[ONausea
Ostroke
OBurn
CIDeath
OpPain
iiness
CJSeizures

[ JAssault/Sexual
[JAssault/Non-Sexual
[ JFall (different level)

L] Sting/bite

[JCold Injury
[JHypertension
[_]Strain/Sprain

CLASSIFICATION
CINon-Injury

DISPOSITION
[IReleased to parent

BODY PART INJURED
OTorso

JAm-LorR [JPolice

[CJEye-LorR

ClNose [Back (OJTooth ORefusal of care {JAmbulance [OMinor injury or iliness
[CINeck [JFace (OJHead ORefer to doctor CJReport only (Serious injury or illness
[Jear-LorR CJieg-LorrR [ORefer to hospital or clinic

[OKnee -LorR [JAnkle - LorR [OMedical attention

Ointernal OHip-LorR CJEMS transport

[IShoulder-LorR [JFoot -LorR [JPatient requested EMS transport

OElbow-LorR [OHand -LorR (OReleased to personal vehicle
Clwrist- L or R {OFinger or Toe

DESCRIBE HOW THE INCIDENT OCCURRED: (attach a separate sheet if necessary)

WITNESS INFORMATION

NAME ADDRESS TELEPHONE NUMBER
1 ( )
2 ( )
SIGNATURE OF PERSON COMPLETING FORM: DATE
PRINTED NAME: PHONE:
FASTCOV.COM INCIDENT REPORT FORM UPDATED: JANUARY 2015 SP 6163505



