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Medical Occurrence Form 
 

(This form will be kept by the Hospitaler for 10 years) 
 
 
Date of Injury or Illness:_______________Time of Injury or Illness:______________ 
Location:_______________________________________________________________ 
Mundane Name:_________________________________________________________ 
Persona Name:__________________________________________________________ 
Address:________________________________________________________________ 
City:____________________________State:___________Zip Code:_______________ 
Home Phone:______________________Alternate Phone:_______________________ 
Primary Care Physician (name and phone number):___________________________ 
________________________________________________________________________ 
Allergies:_______________________________________________________________ 
________________________________________________________________________ 
Medications:____________________________________________________________ 
________________________________________________________________________ 
Past Medical History:_____________________________________________________ 
________________________________________________________________________ 
Type of Injury/Chief Complaint:___________________________________________ 
________________________________________________________________________ 
How injury occurred:_____________________________________________________ 
Level of Consciousness: (Please note if the person is oriented or confused). 
Alert  Sleepy  Lost Consciousness  
Responds to Verbal 
stimulation 

 Responds to Painful 
stimulation 

 No Response/ 
Unconscious 

 

Does the Patient remember the occurrence:__________________________________ 
Did the occurrence involve any of the following? (Check all that apply) 
CPR  Electric Shock  Leg (R) (L)  
Automatic External 
Defibrillator (AED) 

 Burn (including  
Sunburn) 

 Hand (R) (L)  

Rescue Breathing  Head Injury  Foot (R) (L)  
Bleeding control  Eye (R) (L)  Poisoning (include 

Alcohol or Drugs) 
 

Fall  Arm (R) (L)  Dehydration  
Treatment Provided (Be as specific as possible):_______________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
 
 
Signature of Hospitaler:_______________________________Date:_______________ 
 


