
 

INJURY REPORT FORM 
 

Name of Event Date  (DD/MM/YY) Time of Accident 

 
PATIENT INFORMATION 

Name:  Bib# 
 

Address 
 

Birth Date 
(DD/MM/YY) 

Province P/C Phone M       F 

Contact Person Phone Relationship 

ACCIDENT INFORMATION 

Mechanism of Injury  

        

INJURY LOCATION 

   L   R    L   R   L   R    L   R 

 Foot/ankle  Lr abdomen         Elbow         Back 

 Lower Leg  Upr abdomen         Wrist         Other (details) 

 Knee  Chest         Hand  

 Thigh  Upper arm         Head 

 Hip/pelvis Lower arm         Face 

TREATMENT PROTOCOL 

Nature of Injuries/signs/symptoms 
 
 

     

First Aid Administered 
 
 

Additional Details 
 
 
 

 

 

Material Sent with Patient  

Transport method from first aid 
  

Destination 
 

Time Departed 
 

Attending Patroller ID #s  ID#/Name of person completing this form 
 

Use reverse side if additional information is required.                  This form is to be scanned into the CSPS NDS 
 upon completion of the event.   


