
     Athletic Injury Choking/Aspiration Overexertion
     Allergic Reaction Cut Pedestrian Accident
     Anxiety Reaction Diabetic Patient Seizure
     Asthma/Respiratory trouble Dizziness Smashed Digit
     Behavior Crisis Eye Injury Sprain
     Bite/Sting Fainting Unknown
     Broken Bone Fall Vehicle Accident
     Bruise Headache
     Burn             Head or Neck Injury Other: _______________
     Cardiac Incident Heat Exhaustion

Faith In Practice
Volunteer Incident Report

Date: __________________  Time incident occurred: _________________ Location of Incident: ________________________

Name of involved party: ______________________________________________________________

Address: _____________________________________ City: ______________________ State: ______ Zip: ______________

Phone (H): _________________________  (W) __________________________

Name of witness: ________________________________  Phone (H):  ______________________ (W)___________________

Emergency Contact: ________________________________ Relationship: ______________________________

Emergency Contact Phone: (H) _______________________________ (W) _________________________________

Loss of conscious        Yes             No                                     Age: __________         Male                 Female

Team # ____________________   Mission Coordinator Name ___________________________________________________

Nature of Complaint (Mark as appropriate):

Detailed description of incident and response:

____________________________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
_________________________________________________________________________________________
________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

(Continue on next page)



Detailed description of incident (continued from previous page):
______________________________________________________________________________________________________
______________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
__________________________________________________________________________________
____________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________________________________
___________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_____________________________________________________________________________________
_________________________________________________________________________________________

Medical History: __________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

First Aid Administered (Mark as appropriate):

CPR Cool Pack                                              Other: ______________
Fast Sugar Source Wrap
Irrigation Water
Bandage Clean (soap & water or peroxide)

Deposition of Injured Party

          Admitted to hospital or visited clinic _______________________________

          Treated by team physician

         Emergency Air-lift   (Location) _________________________

          Transported to hospital in US (city) _________________________________

        Refused Care __________________________________________  Date___________________

       ______________________________________________________________________________

        Other:  _______________________________________________________________________
          _________________________________________________________________________________

Who accompanied to hospital: _________________________________________________________

Signature of involved party: ____________________________________________________________

Team Leader signature : ___________________________________________ Date: ______________

Explanation

Signature


