
girl scout!" Accident Report 

heart of new jersey 

In the event of an accident, illness, or injury at a Girl Scout activity, use this form to document and notify GSHNJ. 
Submit completed form to info@gshnj.org with the subject line "Accident/Injury Report" and copy the Troop 
Leader and Service Unit Manager as appropriate. Reports must be submitted within three days of the accident. 

In the case of a serious or life-threatening emergency, please contact emergency services before contacting Girl 
Scouts Heart of New Jersey's emergency line: (908) 518-4400, option 8. 

Tell us about the person who was affected. 

Name Registered Member? Yes No 

Role in Girl Scouts Troop# I SU#

Parent/Guardian's Name (if applicable) 

Email Phone 

Tell us about yourself. 

Name Role in Girl Scouts 

Email Troop# I SU#

Phone Best Way to Contact 

Name of Event Venue Were Venue Staff Present? Yes No 

Venue Contact Phone Email 

Venue Address City State Zip 

List any witnesses. 

Role at Event 

First Name Last Name Email Phone (participan!, 
chaperone, dnver, 
coordinator, etc.) 

Who was notified? 

Role at Event 

First Name Last Name Email Phone (participan!, 
chaperone, dnver, 
coordinator, etc.) 
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