Bullying/Harassment Report Form

Bullying is unwanted, aggressive behavior among school aged children that involves a real or

perceived power imbalance. The behavior is repeated, or has the potential to be repeated, over time.

Both kids who are bullied and who bully others may have serious, lasting problems.

School incident took place
Check one to your right

|:| Stephenson K - 5t |:|

Stephenson 6" — 12t

Where did the
Bullying/Harassment take
place

School
Building/Ground

(Check one below)
1. Classroom

] 2.Hallway
|:| 3.Lunchroom
| 4 .Playground

Off School Grounds

(Check one below)

|:| 1.Home/Neighborhood

[]2.Bus Stop
[C] 3. Extracurricular Event

(away from the school)

Cyber bullying
(Check one below)
I:I 1.School Device

I:l 2.Home Device
I:l 3. Texting from
own/friends/parents

4.Sending Negative Picture

5.Gym 4. Another District P Jfriends/
. Fri F | H all Trom own/trienas,
[ s.FootbaIIFleId |:|5 riend or Family House parent device
.Track

Victims

1. Person Making Referral:

2. Student(s) being bullied or harassed:

Offender/Perpetrator/Aggressors & Accused

Student(s) who is doing the bullying or harassment:

Incident

1. Where did incident occur? Be Specific (classroom, hallway, cafeteria, playground, bus, etc.):

When did the incident occur?: Date:
What happened? Describe in detail:

Time: AM/PM

*attach additional paperwork if necessary
4. Have you been bullied or harassed or witnessed bullying or harassment by this person before?
|:|Yes or |:| no (check one)
a. Ifso, How many times and when?
b. Was a report filed for the previous time(s)?|:|Yes
When?

or [ ]No (check one)

| agree that all of the information on this form is accurate and true to the best of my knowledge. |
understand that making false reports is a serious offense with serious consequences.

Name: Date:

Contact Number: Turned report into:
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