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Incident Report Form

Resart C /AT AREA COPY
Date: Day of el N | \ﬁmelo‘hﬁﬁée/t OAM O PM [ncident # oS A A
Location O On-Hill Describe Soecific Lacation: t O Easier O O Experts Only 4 4
8 ILJI:etzmise t ‘..—:'—: mse—— —= O More Difficult O O Freestyle Terrain O
O Tubing Hill v i O Most Difficult 4 O Not Applicable
Injured Person Name O Male poB,__
Address Q) Female Age :
City State Zip ' Ht
Home Phone Celt Phone Occupation Wi
Skiing History Ability Lessons Number Of Times On Equipment Removed By:
e BEg '®) N/App O |n lesson @] Trai[ @) TU.day O Fa“ O Patrol
i Instr: O Lift O Prior. O Injured O Other:
O Iniermediate O Adv/Expert | N/Applicable Other:
Patient Histary Prior Injury/lliness - Describe Year Injured
Corrective Lenses Needed? O Yes O No Worn? G Yes O No Medical Insurance? O Yes © No
List Any Meds Taken Ticket Type
Allergies/Medical Alest Describe Group Name
Equipment O Alpine O Owned Binding Make Mode| Left DIN Right DIN
' O Nordic O Area Rental SkifBoard #
O Snowboard O Other Rental ~ Boot# Toe | Heel | Toe | Heel
O Other Equip: O Borrowed Shop Name
O Demo Address
Helmet Wom? O Yes © No  Helmet Area Rental? O Yes O No  Helmet Rental #
Description
of Incident
(Patient’s Words) The above statement is true and correct
Injured's signature: Parent/guardian signature:
i Probable Injury O Fracture C Punciure/l.aceration C Abrasion O Dislocation O Multiple
O Sprain/Strain O Bruise/Contusion O Concussion O Frostbite O Other
O Left C Upper Leg O Knee O Chest O Hand O Mouth
O Right O Hip G Abdomen O Wrist O Nose C Other;
O Both O Shoulder O Arm O Eye O Foot
o O Head O Face O Ankle O Neck
O Multiple O Teeth O Lower Leg O Back © Thumb
; First Aid On Hill:
k Rendered
At First Aid Station:
I Refuse First Aid: Injured's signature (Parent/Guardian i} minor)
Patrollers At scena:
Transporting: At First Aid Station:
Transport & Arrived at O Patrol/Toboggan Left © Walked Out Destination:
Destination First Aid C Walk-In First Aid O Assisted To Car/Bus & Home Q Return Skiing
Station by: O Other Station by: O Ambulance O lodge O Medical Facllity
Site Conditions Surface at Scene Visibility Temperature Wind
. O Powder O Corn O Varighie | O Clear O Snowing  C Fog | O Below 0 O Calm
O Packed Powder O Loose Granular O Wet O Overcast O Raining O 0-32 O Moderate
O Froz Gran/Hard Packed O Other: O Snow being made near scene O Above 32 O High
Witnesses Name Telephone
: Address City State Zip
Name Telephone
Address City - State Zip

Signature of individual completing report:

Date Report Completed:

Print name:
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Supplemental Medical Form

- Date:
Patient's Name: Incident #:
DOB: Age Sex; Weight: Ibs/kg
Chief Compilaint;
MOI/HPI;
Past/Pertinent History:
Allergies: Medications:
Probable Injury/lliness:;
Recommendations for PT;
Q2 Started Via: @ LPM Time; Changes:
Medications taken by Patient:
'I:ransportation: ' Departure Time: Destination:

11
LOC(AVPU)

_ Vitls Taken

i Ty

Respirations

I?ulse
BP

Pupils

Skin

Q_2 Sat

BGL

Attending Patroller Name (Print};

Patrolier's Signature:

Date:

Supplemental Medical Form 11/8/06
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Additional comments, narrative & description of any evaluation, treatment or
' transportation.

Refusal of Treatment, Evaluation, and/or Transportation (circie as appropriate)

| have been toid, and | understand, that | am in need of evalualion, treatment, and.or transportation io a
hospital, as described above, and of my own free will, and against advice given, | ACKNOWLEDGE MY

REFUSAL OF SUCH HELP.

Signature of person refusing treatment: Date:
Witness of refusal; Date:
Patroller Witness: Date:
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