Medical Emergency Reporting Form
	Client Name & Chart Number:

	
______________________________________________________________________________

	Name of the medical personnel to whom disclosure was made:

	
______________________________________________________________________________

	Medical Personnel’s affiliation with any health care facility:

	
______________________________________________________________________________

	Name of the individual making the disclosure:

	
______________________________________________________________________________

	Date of the disclosure:

	
______________________________________________________________________________

	Time of the Disclosure:

	
______________________________________________________________________________

	Nature of the emergency:

	
______________________________________________________________________________

	Signature of the Individual making Disclosure:

	
______________________________________________________________________________

	Date of Signature:

	
______________________________________________________________________________
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