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Capital Area All Health Hazard Region 
Response Clinic Incident Report 

 
 

TYPE OF FACILITY: 
 POD  ACC  NEHC  Other:        

 
INCIDENT INFORMATION: 
    

Date of Incident:       Time of Incident:        
 

Facility Name:        Station/Location:       
 

Type of Incident:  Injury   Damage to Property   Hazard    Disturbance   Other 
 

REPORTING P ARTY: 
 

Name:       Role during Incident:  Participant   Witness 
 

Position at Response Clinic:       Phone Number:        
 

Mailing Address:       
  

Email Address       
 

P ARTIES INVOLVED IN INCIDENT: USE ADDITIONAL SHEETS IF MORE P ARTIES PRESENT 
    

Name:       Role during Incident:  Participant   Witness 
 

Mailing Address:       Phone Number:        
    

Name:       Role during Incident:  Participant   Witness 
    
Mailing Address:       Phone Number:        
    

Name:       Role during Incident:  Participant   Witness 
    

Mailing Address:       Phone Number:        
    

Name:       Role during Incident:  Participant   Witness 
    

Mailing Address:       Phone Number:        
    

Name:       Role during Incident:  Participant   Witness 
    

Mailing Address:       Phone Number:        
    

Name:       Role during Incident:  Participant   Witness 
    

Mailing Address:       Phone Number:        
Use back of this document to explain the incident in detail. 
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EXPLAIN INCIDENT IN DETAIL:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

I ATTEST THAT THE ABOVE STATEMENTS ARE TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. 

  
Signature of individual filing form Date 
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