
 

                                    THE NEW YORK CITY DEPARTMENT OF EDUCATION 

D79/ALTERNATIVE SCHOOLS AND PROGRAMS 

Pathways to Graduation  

90-01 Sutphin Blvd. – 2
nd

 Floor 

Jamaica, NY  11435 

                   Telephone (718) 557-2590                Fax (718) 557-2599 

 
Timothy Lisante, Ph.D., Superintendent      Robert Zweig, Deputy Superintendent 

 

OCCURRENCE REPORTING FORM 

 

Date of Occurrence:  ______/______/______        Site Name: _______________________________ 

Time of Incident:  _____:______             Location:  _______________________________              

                                                (Classroom, Room #, Hallway, Schoolyard, etc.) 

Staff Member Completing Form:_______________________________  Title:______________________ 

NYPD Contacted:  PCT. # ______     ________________________________     _______________ 

                                                           Officer’s Name                             Shield/Badge  # 

 

EMS Contacted:   _____________________________________________     _______________ 

                                                                            Name                                  Shield/Badge  #    

Other (SSA, Fire Dept.) ___________________________________________  _______________ 

                                                    Name                 Shield/Badge #            

Hospital:  ______________________________________ Parent Contacted:    Yes □        No □ 

 

Accompanying   Adult: ___________________________       Relationship:  ____________________    

                           Name                                   (Staff - Agency -Parent) 

 

Student (s) Involved: (Last Name, First Name. ) Please indicate if the student is a Victim or a Suspect 

________________________________________ OSIS #   _______/_______/_______ DOB: ___/___/___ 

 

________________________________________ OSIS #   _______/_______/_______ DOB: ___/___/___ 

 

________________________________________ OSIS #   _______/_______/_______ DOB: ___/___/___ 

 

________________________________________ OSIS #   _______/_______/_______ DOB: ___/___/___ 

 

________________________________________ OSIS #   _______/_______/_______ DOB: ___/___/___ 

 

 

SUSPENSION REQUEST TO BE COMPLETED BY ASSISTANT PRINCIPAL 

___________________________________________________________________________________________ 

 

Infraction Code: _____ Requested Suspension:  Principal’s □   Superintendent’s □ # of Days_____ 

 

Begin Date: ____/____/____   End Date: ____/____/____ Conference Date: ___/___/___ Time:  __:____  

 

Conference Site: _______________________________ Requesting A.P.:_________________________  

   

Suspension Hub/Site:______________________________  A.P.:________________________________ 



 

 

PLEASE COMPLETE IN DETAIL THE DESCRIPTION OF INCIDENT     
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Site Name: _______________________________    Date of Occurrence:  ______/______/______ 

Name of Staff/Student Completing Form     

 

__________________________________________________________         

 

Contact Phone # ____________________________________ 

 

Description of Incident: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 ___________________________________  ______________________________________ 

    Signature of staff member completing form           Signature of student completing form 

 

 

 

ADDITIONAL PAGES MAY BE ATTACHED IN NEEDED. 

 


