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This is a confidential professional peer review and/or quality assurance document of Newaygo County Medical Control 
Authority.  It is protected from disclosure pursuant to the provisions of Michigan law including: MCL330.1143A, 
MCL330.1748, NCK331.531, MCL 331.532, MCL331.533, MCL331.20175, MCL333.21513, MCL333.21515 and Iowa law 
including ICA22.7, ICA135.40-135.42, ICA147.135, ICA228.1-228 and all other applicable laws.  Unauthorized use, disclosure 
or duplication is absolutely prohibited. 

Newaygo County Medical Control Authority 

Type of Incident:         ______  Radio Communications           ____  Protocols/Policies 
         ______  Interagency Cooperation          ____ Professional Decorum 
          ______  Meds/Drug Bag          _____ Other  ______________ 
 
Date of Incident ___________   Tag Number ________     IR# (office use only) _____________ 
 
Personnel  _______________________   Agency  ______________________________                
                 _______________________    ______________________________ 
 
Description of the problem, including the event surrounding this incident and any contributing factors. 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
 
How did this incident affect patient care?  ____________________________________________________________________ 
______________________________________________________________________________________________________ 
 
Please note patient diagnosis, in-Hosptial testing and treatment, patient disposition:   __________________________________ 
______________________________________________________________________________________________________ 
 
Possible solutions to this problem:  _________________________________________________________________________ 
______________________________________________________________________________________________________ 
 
IF DRUG BAG INCIDENT; PLEASE ATTACH DRUG BAG LABEL BELOW: 
Destination Hospital __________________ 
Box Serial # _________________________ 
Last Pharmacy Inspection: 
Date __________ Hospital _____________ 
Personnel Initials _______ 
 
 
 
 
Name of person completing report (print) ________________________________________________ Date _____________________ 
 
Signature __________________________________________________________________________ 
 
Phone number ___________________ Department/Agency Name ______________________________________________________ 
 
Please attach copy of EMS Run Form or other helpful information and return to NCMCA chairman at above address. 



Please Do Not Write Below The Line - Office Use Only                                                                                       
 
 

Approval:   
Review:  
Revision:  6-2000 
Distribution:  

Date:  _____________ 
 
Investigation:  _____________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Outcome:  ________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Disposition:  ______________________________________________________________________________  
 
 
Date:  ___________________ 
 
 
 
Signature: ________________________________________________________________________________ 
 
 


