
Kingdom of Meridies 
Injury Report 

Please print clearly or type. Report must be included with Event or Quarterly Report. If injuries require 
offsite transporta on, must be filed within 24 hours. 

 

Event Name: ___________________________________________________________________ 

Event Address: __________________________________________________________________ 
City: ______________________________________State: _____________Zip Code: __________ 

Date of the Report: ____________________Date of the Injury: ___________________________ 
Hos ng Group Name: ______________________________City: ______________State: _______ 

Event Autocrat SCA Name:  ________________________________________________________ 

Mundane Name: ________________________________________________________________ 
Email: ___________________________________________Phone: ________________________ 

Address: ______________________________________________________________________ 
City: ______________________________________State: _____________Zip Code: __________ 

Host Group Seneschal SCA Name:  __________________________________________________ 
Mundane Name: ________________________________________________________________ 

Email: ___________________________________________Phone: ________________________ 

Address: ______________________________________________________________________ 
City: ______________________________________State: _____________Zip Code: __________ 

Injured Individual SCA Name:  _____________________________________________________ 
Mundane Name: ________________________________________________________________ 

Email: ___________________________________________Phone: ________________________ 

Address: ______________________________________________________________________ 
City: ______________________________________State: _____________Zip Code: __________ 

Causes and Circumstances of Injury: ________________________________________________ 
______________________________________________________________________________ 

Transferred to Facility: ___________________________________________________________ 

Physician: _______________Facility Address: ________________________________________ 
City: ______________________________________State: _____________Zip Code: __________ 

Treatment at Facility: ____________________________________________________________ 
______________________________________________________________________________ 

Autocrat Signature: ____________________________________________Date: _____________ 

Seneschal Signature: ___________________________________________Date: _____________ 

Injured’s Signature: ____________________________________________Date: _____________ 


