ILLINOIS CARNIVAL & AMUSEMENT RIDE DIVISION - ACCIDENT REPORT
Fax this form to (217)782-0596

| Name of Amusement Company or Park Owner Name
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Wi TER. woPA T ST NovY  Piar_
Operator Training on File: IE’Yes [JNo Did accident occur on ride? l [ Yes MND

T Pwm wiT sure
Nevel RewoRTIR m my STAFF

Describe fully how accident occurred and state what injured was doing when the accident occurred:
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INJURED PATRON INFORMATION (please print)

/
Did accident cause a fatality? [ ] Yes No | Did accident require treatment by a physician? [ ] Yes [4 No
Did accident require first aid? [] Yes No | Name of hospital or care facility: N/
Injury as described by injured party: How was patron transported? Ao
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Nature of injury and treatment:

PULEEEY Race TVAY | FILeN v coorT wou 25 X5

ya
Name of Injured: FAYE f Gender: [ JMale [/] Female
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Address/City/State:
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WITNESS INFORMATION (please print) Use additional sheet if required.

Witness Name:
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City/State/Zip: | Phone #:
Witness Name:
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City/State/Zip: J Phone #:
Name of Owner/Agent Completing Report (PRINT) Yovnii MAese
Signature of Person Completing Report a, 74 w:--
Signature Date i3/ §7A_(
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