
 

MEDICAL INCIDENT REPORT 
 
Today’s Date       

Name & Company of person filing this report  

Phone Number  

PHYSICIAN INFORMATION 
Physician’s Last Name First  Middle 

   

Birth date Address Phone Number   

        

List any involved parties, including physicians, insureds, professionals or other entities.  (Please attach a separate piece of paper if necessary.) 
 
 

PATIENT INFORMATION 
Patient’s Last Name First  Middle 

   

Birth date Age Sex Social Security Number 

   M     F  

Address Phone Number 

  

INCIDENT INFORMATION 
Date of Incident   
Location of Incident (please include the name of the 
institution and location within the institution)  

When did you become aware of this incident?  

How did you become aware of this incident?  

Description of Medical Incident 
 
 
 

Were you the treating physician?  Yes     No   
Were any other physicians or persons involved in the 
incident?         If yes, please provide information below under “Other Witnesses.”  Yes    No

Nature and Extent of Injury  

Present Condition of Patient  

Is a claim anticipated?      No   Not sure   Yes
Please explain your answer to the question 
immediately above.  

OTHER WITNESSES 
Name Address Phone 

   

Name Address Phone 

   
(Please attach any additional information on a separate piece of paper) 

The above information is true to the best of my knowledge.   

 
 

 
 

 
 

 
Reporting physician – printed name Signature Date 

(Please return completed form via fax to: 
Robin Henry at Missouri Professionals Mutual 314-587-8001) 
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