IARR CHECKLIST FOR INJURIES

DATE __________________ TIME _______________ PERSON CALLING ____________________________________

TELEPHONE # ________________________________ INCIDENT PHONE # __________________________________

INJURED PERSON’S NAME _________________________________ CREW NAME____________________________

INJURED PERSON’S AGENCY/UNIT __________________________________________________________________

INCIDENT NAME ______________________________________ INCIDENT PROJECT # _______________________

INJURY DATE _____________________________ INJURY TIME _____________________

NATURE & CAUSE OF INJURY _______________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

TREATMENT FACILITY _______________________________________ PHONE # ____________________________

TREATMENT _______________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

PRESCRIPTION INFORMATION _____________________________________________________________________

____________________________________________________________________________________________________

CURRENT STATUS

            ________ AT MEDICAL FACILITY


      ______ RETURN TO REGULAR DUTIES

            ________ RETURN TO LIGHT DUTY FOR _____ DAYS
      ______ TO BE DEMOBED

NAME, LOCATION & PHONE # OF CURRENT MEDICAL FACILITY ____________________________________

____________________________________________________________________________________________________

PROJECTED/ACTUAL DEMOB INFO _________________________________________________________________

SPECIAL TRANSPORTATION REQUIREMENTS _______________________________________________________

TRAVELING COMPANION __________________________________________________________________________

OTHER INFORMATION _____________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

STATE COORDINATION CENTER NOTIFICATION (FOR SACC USE ONLY) _____________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

