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Date:________   Time:_________   Location: _________________​​​​_____​​___
​
Bully Name:____________________________________   Grade:__________

Victim Name: __________________________________   Grade:__________

Names of any participating students: _________________________________

Witness Name(s):_________________________________________________

 ______________________________________________________________
Type of Bullying Incident

	 MACROBUTTON  CheckBoxFormField  FORMCHECKBOX 
  Threats
	 FORMCHECKBOX 
  Intimidation
	 FORMCHECKBOX 
  Stealing

	 FORMCHECKBOX 
  Shoving/ battery      
	 FORMCHECKBOX 
  Teasing
	 FORMCHECKBOX 
  Name Calling

	 FORMCHECKBOX 
  Other    Explain:_______________________________​​​____________________



Summary of incident and history _________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________

Actions taken by school to date (denote with date or check mark):
	 MACROBUTTON  CheckBoxFormField  FORMCHECKBOX 
  ISS
	 FORMCHECKBOX 
  Removed from class/ activity

	 FORMCHECKBOX 
  Parental Contact

	 FORMCHECKBOX 
  OSS
	 FORMCHECKBOX 
  Individual/ small group intervention
	 FORMCHECKBOX 
  Behavior contract

	 FORMCHECKBOX 
  Other    Explain:_______________________________​​​____________________



Follow-up Monitoring: __________________________________________________

___________________________________________________________________

Student Signature: ___________________________   Date: __________

Counselor Signature: __________________________   Date: __________

School Administrator: _________________________   Date: __________

School SRO: ________________________________   Date: __________




















 






































































































































 












