
South Fork Physical Therapy and Rehab, PLLC 

Incident Report Form 
 

Incident Date:    

Patient Name:  SS#  
 

Referring Physician Name:  
 

Location of facility where incident 
occurred: 

 

  

Describe what happened:  
 

 
 
 

 
 
 

Employee Signature:  Date:  
 

Title:    
 

Witness:  Date:  
 

Physician Contacted:  Yes  No 
 

Medical Attention Received? If yes, explain 
 

 
 

Injury sustained? If yes, explain  
 
 

Clinic Director Signature:  
 

Review Date:  
 


