POST Academy Injury Report
Colorado Department of Law

1300 Broadway Street, 9th Floor,
Denver, CO 80203

720-508-6737 Mary.Vekasy@coag.gov

Pursuant to POST Rule 21(h)(1)(A) and (B), it is the duty of the academy
director or designee to report any death, gunshot wound, serious bodily injury, diagnosed
concussion, or any injury to a bystander or which results in a recruit’s departure that was caused
by any training or activity associated with the academy to POST immediately.

Please refer to 18-1-901(3)(p) C.R.S. for the definition of SBI.

Name of Academy:

Date and approximate time of Injury:

Location of Incident:

Name of Training:

Name of Lead Instructor:

Name(s) of Staff Present:

Number of Recruits/Students Present: SBI: Yes No

Name if Injured Party:

Is injured party a student? Yes No Was the incident video recorded? Yes No

Nature of Injury:

Provide a detailed description of the incident: (please use additional sheet if necessary):

Name and Job Title Date
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