
ACCIDENT REPORT
(For Non-Employees) 

MEMBER NAME ____________________________________________________________

PARISH/SCHOOL ____________________________________________________________

ADDRESS __________________________________________________________________

CITY _________________________________________ ZIP ________________________

PHONE NUMBER ___________________ PARISH EMAIL _________________________

(MM/DD/YYYY) (10:00 A.M.)

(MM/DD/YYYY)

(MM/DD/YYYY)

*

*

*

*

*

*

*

= Required Field*

PERSON REPORTING ______________________________________________________

DATE FORM COMPLETED

DATE OF ACCIDENT  __________

____________________________________________

TIME OF ACCIDENT    ___________

PARTY INVOLVED-NAME ________________________ STUDENT?

IF STUDENT, PARENT NAME(S) ________________________________________________

ADDRESS __________________________________________________________________

CITY _________________________________________ ZIP ________________________

PHONE NUMBER _____________________

WHERE ACCIDENT OCCURRED ________________________________________________

WERE PHOTOGRAPHS TAKEN? ________________________________________________

DESCRIBE ACCIDENT

WORK NUMBER __________________

DOB ____________________  SS# ____________________________________

INJURY/DAMAGE ____________________________________________________________

TRANSPORTED BY AMBULANCE? __________________________________________

WITNESSES (PLEASE INCLUDE ADDRESS AND PHONE NUMBER)

COMMENTS

DIOCESE OF YAKIMA

Completed form should be submitted to Catholic Mutual via email to Reportaclaim@catholicmutual.org
Copy should also be sent to sue.schoolcraft@yakimadiocese.org 
Keep a copy for your records.



 

CARES 
RISK MANAGEMENT INFORMATION 


