
ACCIDENT/INCIDENT REPORT 
Patients Information: Age:            Male/Female   Date: M                      D             Y 200 
• Full Name 
• Address:   
• Phone: (     )    
• Emergency Contact:  
• Physician:  
• Insurance info:  
Rescuer Name:  
• Phone: (     )    
□ Mechanism of  

Injury/Illness, 
□ Time of incident 
□ Pain/complaint:  
Location /Quality / Severity/  
Duration/ Radiate/ Refer  
Timing? Context?  
Modifying factors 
Reoccurring? Improve?  
 
 

• Other related events or indicators: 
 
 
 
□ Group members with  

similar complaint? 

Patients’ chief 
complaint?  

□ Traumatic □ Illness/Medical 
Relevant Medical 
History? 
Use plain language when asking 
questions. 

√ Check applicable boxes and record 
details in adjacent space.  

□ Allergies?  
 
 
□ Medication?     
(Dosage /Frequency 
/Purpose) 
 
 
□ Previous medical 

care? 
Medical ID tag? 
□ Genitourinary? 
Male /Female?  
□ Skin?  
Infections, dryness etc. 
□ Cardiovascular 

/Respiratory? 
□ Neurological? 
Stroke, Epilepsy, etc. 
□ Musculo-skeletal? 
□ Psychiatric? 
Emotional stress, Illness, etc. 
□ Endocrine? 
Diabetes, thyroid etc. 
 
□ Food /Drink? 
 
□ Bowel /Urination  
 
□ Menstruation 
Pregnancy?  
□ Eyes/ears/nose 

/throat? 
□ Dental? 
□ Contacts? 
 
□ Constitutional? 
Weight change, fatigue, stress 
etc. 
□ Current, recent 

infection? 
and/or susceptible  
□ Immunization  
Recent travel?  
□ Other 
Non-medical reason? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 

Detailed Assessments (complete applicable sections)  
Vital Signs:  
• Every 15 minutes until stable; then hourly; when condition remains stable - every 2 then 4, 8 and 

12 hours. Attach spare sheet if necessary.                                                  *See table on reverse 
Date 
Time

      

*Glasgow 
Coma      Eyes 
Scale        Verbal 

Motor 
* See table - reverse 

      

Respiration 
Rate 

Character 

      

Pulse  
Rate 

Character 

      

      *Pupils Left 
Size(mm)/React 

 
Right 

Size(mm)/React
      

Skin  
Colour  
Temp  

Moistness 

      

Core Temp. 
Circle one:      Oral 

             Rectal    
Tympanic 

°C  
 

°F 

°C  
 

°F 

°C  
 

°F 

°C  
 

°F

°C  
 

°F

°C  
 

°F 
 

Other: 
vomit, 

incontinence, 
convulsions, etc 

      

Circulation 
/Sensation 
Distal to any 
Injury: 

      

Number each injury site on models above 
& describe (List most severe first): 

Trauma  • Describe details 

□ Closed injury: 
Indicators of fracture/ sprain/ 
dislocation? Point tenderness? 
Discolouration/ swelling? 
Angulation?   

□ Tetanus year? 
□ Open wound: 
Visible bone /tendon 
/ligament/organ etc.? Irremovable 
Debris?  Pain on flex/extend?  
Discharge /swelling? Tender 
/swollen lymph nodes? 

 
 
 
 
 
 

CNS (Central Nervous System) • If Apparent Deficiencies – Repeat relevant aspect(s) of 
examination(s) to confirm. 

□ Vision: /Hearing 
/Speech / Smell /Face 
symmetry 

□ Irritability or personality 
changes 

□ Co-ordination/ Balance 
(eyes closed): 

□ Equal (and normal for 
the patient) strength and 
or sensation Arms 
/Hands/ Legs /Feet  

 
 
 
 
 
 
 
 
 

Chest Exam: 
Look/Listen/Percussion 

□Shortness of breath  □ Difficulty breathing 
□Coughing  □Yellow phlegm □Green phlegm 

 
 
 
 
 

 
 

Abdominal Exam 
4 Quadrants look/listen/feel 

□Rigidity □Pain □Referred/Radiating Pain 
□Rebound Tenderness 

 
 
 
 

 
 

Environmental □ Cold □ Heat □ Altitude □ Poison □ Lightning 
 
 

 



PLAN/EVACUATION & TREATMENT 

© 2005 Slipstream Wilderness First Aid   For replacement (800)760-3188 or www.wildernessfirstaid.ca 

Evacuation Required?    �Yes              �No – Continue Activity 
�Patient Refused Care                                   □ See Log Entry   □ See other: 
Reason for evacuation: 
Suspected illness/injury?  
URGENCY:  
 
�Urgent/Critical            �Semi-Urgent/Serious          �Non-Urgent/Stable 
Current location: 
• Include altitude and grid reference (latitude/long): 
 
 
 
 
•  (Location of incident if different) 
Final Destination? 
 
 
 
Field Treatment Required: 
 
 
 
 
 
 
 
 
 
• Time Treatment Applied:  
• Description of condition should be recorded in “Chief Complaint/Mechanism” section. 

Current Weather: 
 
 
• Wind From/Speed: 
• Altitude: 
• Visibility: 
• Daylight/Nightfall: 
• Temperature: 
• Rain/Snow etc.: 
Evacuation Resources Required: 
• Communication Link: 
 
 
 
 
 
 
 
 
 
 
 
 
• Days of supplies available: 
• # Of People In Group: 
Sending someone out? Consider: keys to vehicle, lost, headlamp, food and water, shelter, map, ability to navigate, 
technical skills etc. 

 
 
 
 
 
 
 

 
Evacuation Method: 
• Evacuation by: 
Plan A =  �Air   �Land   � Water 
Plan B =  �Air   �Land   � Water 
Plan C =  �Air   �Land   � Water 

• Describe exact method: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Consider: Difficulties: Diameter Of Heli Site: Degree Of Slope For Heli Site: Route: Sea State: 

weather etc. 
 
Ongoing Treatment Log 

Date 
Time

     

Oxygen 
LPM 

     

Medication:      

Lymph nodes 
/Dressings 

     

Food /Drink      

Skin 
Pressure/ hygiene etc. 

     

Other:      

 
Long Term Care Considerations: 
• Consider what you will monitor, when you will do it and what you will do about it between now 

and when you arrive at your end destination. 
 
 
 
 
 
 
 
 
 
 
 

Glasgow Coma Scale (see vitals on reverse page) 

Eyes Open  Best Verbal Response  Best Motor Response 
4 Spontaneously 5 Oriented 6 Obeys Command to Move  
3 To Speech 4 Confused 5 Localizes Pain 
2 To Pain 3 Inappropriate 4 Withdraw Response To Pain 
1 No Response 2 Incomprehensible 3 Flexion Response To Pain 
 1 No Response 2 Extension Response To Pain 
  1 No Response 

Pupil Size Chart (see vitals on reverse page)  


	Detailed Assessments (complete applicable sections)

