
     TYPE OF INJURY   □ OTHER INJURY

      Name: ______________________________________________________________ Time:                                  □ AM   □ PM    		              	       

□ Suspected Head Injury □ Fractures and Bone Stress  □ Joint (Non-Bone) and Ligament  □ Muscle and Tendon  □ Contusions  □ Lacerations/Abrasions/Skin Lesions  

□ None  □ Medical Condition or Other: _________ ____________________     

Location of Injury on Body:                                                                                                                                                                                                                                                                                                

Description of Treatment:                                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

Was the individual treated on site or were they referred to a hospital for further medical attention?                                                                                                                                       

                                                                                                                                                                                                                                                                                                    

Name:                                                                                                                                         Phone Number:                                                                              

Qualification/Certification/License:                                                                                                                                                                                                   

Signature:                                                                                                                                    Date:                                                                          

Additional Comments:                                                                                                                                                                                                                                                                                              

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                          

INDIVIDUAL INFORMATION

HUMAN ACCIDENT/INJURY MEDIC REPORT FORM

Please check if:  □ FATALITY  □ SERIOUS INJURY  □ SUSPECTED CONCUSSION/HEAD INJURY  □ OTHER INJURY  □ ILLNESS

SUSPECTED TYPE OF INJURY/INCIDENT

QUALIFIED MEDICAL PERSONNEL INFORMATION

 UNITED STATES EQUESTRIAN FEDERATION : 4001 WING COMMANDER WAY : LEXINGTON, KY 40511 : 859.810.8733 : USEF.ORG
© United States Equestrian Federation® All rights reserved. Reproduction without permission is strictly prohibited.

Submit this form with the corresponding online Accident/Injury Report.


	Text Field 1: 
	Text Field 2: 
	Text Field 7: 
	Text Field 34: 
	Text Field 35: 
	Check Box 1084: Off
	Check Box 1085: Off
	Check Box 1086: Off
	Check Box 1087: Off
	Check Box 1088: Off
	Check Box 1089: Off
	Check Box 1091: Off
	Check Box 1092: Off
	Check Box 1093: Off
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 76: 
	Text Field 77: 
	Text Field 78: 
	Text Field 79: 
	Text Field 80: 
	Text Field 81: 
	Text Field 84: 
	Text Field 85: 
	Check Box 1090: Off
	Check Box 1094: Off
	Check Box 1095: Off
	Check Box 1096: Off
	Check Box 1097: Off
	Check Box 1098: Off


