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Drowning Event Report Form








Reporting Entity Information








1. Reporter’s Name ________________________________________________________________________________


Last Name				First Name				M.I.





2. Reporter’s Direct Phone Number __________________________


  		        		             (xxx) xxx-xxxx [extension]





3. Reporting Entity’s Name __________________________________________________________________________	





4. Reporting Entity’s Registry Number __________________________	





5. Entity Type





( Hospital			( Non-hospital Physician


( Justice of the Peace		( Medical Examiner	


( Other_________________________________________





Patient Demographics








8. Sex		


( Male		( Female








9. Race


( White			( Black/African American			( American Indian/Alaskan Native 


( Asian			( Native Hawaiian/Pacific Islander		( Other Race ___________________	


( Not Known/Not Recorded





10. Ethnicity


( Hispanic/Latino	( Non-Hispanic/Latino





6. Patient’s Name ________________________________________________________________________________


Last Name				First Name				M.I.





7. Date of Birth _________ /_________ /________	


		Month (1-12)   Day (1-31)   Year (4 digits)








11. Patient Residence Address		


____________________________________________________________________________________________________


Street Address				City		State		Zip Code (+4 if avail)			County








Event Information








12. Event Date  _________ /_________ /__________			13. Event Time _______:_______	


 		Month (1-12)   Day (1-31)   Year (4 digits) 				        	     (00:00 – 23:59) 





14. Event Address   ( Check if same as patient’s address	


____________________________________________________________________________________________________


Street Address				City		State		Zip Code (+4 if avail)			County





Administrative Information











15. Was the patient transported to the hospital by EMS?	





( No (skip to #16)				( Yes				( Not Known/Not Recorded





15a. EMS Provider’s Name  _____________________________________________________________________





15b. EMS Provider’s Registry Number __________________________





15c. Time Call was Received by EMS  _______:_______  


                (00:00 – 23:59)		





15d. Time EMS Arrived on Scene  ________:_________  


				           (00:00 – 23:59)


          








17. Primary Payment Method (skip if #16 was answered No)





( Medicaid		( Medicare		( Other Government	


( Private Insurance	( Blue Cross/Blue Shield	 


( Self-Pay	


( Not Billed (for any reason)		


( No Fault Auto 		


( Worker’s Compensation


( Other _____________________________________________________	( Not Known/Not Recorded





18. Total Billed Charges (skip if #16 was answered No) 





$ ______________________





16. Was the patient treated at the hospital?	





( No (skip to #19 on Page 3)			( Yes  				( Not Known/Not Recorded  





	16a. Was the patient admitted to the hospital?	





( Yes, Admitted		( No, Treated/Released Only  





16b. Medical Record Number ________________________________





16c. Date of Arrival _________ /_________ /__________			


            	      	                     Month (1-12)   Day (1-31)    Year (4 digits) 					





16d. Time of Arrival _______:_______  


            (00:00 – 23:59)





(skip to 


category B)





A – Pool and Hot Tub/Spa/Jacuzzi


Swimming Pool?				


( No	 ( Yes					





A1. Kind of Pool (answer only if Swimming Pool selected)


( Wading Pool (<2’ depth)	( Above-Ground		


( In-Ground			( Not Known/Not Recorded


A2. Was this an Entrapment?


     							( No	( Yes	( Not Known/Not Recorded


		A2a. Entrapment Type


( Torso		( Limb		( Hair


Hot Tub/Spa/Jacuzzi?							( Evisceration	( Mechanical   


( No	 ( Yes								( Not Known/Not Recorded





A3. Fencing


							( No	( Yes, Not Operational	( Yes, Operational	 


    (skip to #A4)			


( Not Known/Not Recorded


    									A3a. Fence Type


( Backyard Fence	( Pool Perimeter Fence 	


( Not Known/Not Recorded


     									A3b. Gate


( Yes, Open       		( Yes, Closed    


( No			( Not Known/Not Recorded


A4. Pool Alarm


( No  	( Yes, Not Operational	( Yes, Operational	


( Not Known/Not Recorded 


   							A5. Other Barrier(s) _________________________________________





A6. Event Location (select one)


( Multi-Family Dwelling		( Single-Family Dwelling	( Hotel/Motel/Resort	( Neighborhood/Subdivision Pool	


( Municipal Pool		( Community/Rec Center		( Commercial Gym	( High School/University Pool


( Nat’l/State/County Park		( Other______________________________________	( Not Known/Not Recorded





A7. Type of Residence


( Patient Residence		( Other Residence		( Not Applicable	( Not Known/Not Recorded


(continue to #20)


					























19. Event Place – Select ONE from either category A, B or C to indicate the place the drowning event occurred.


A – Pool and Hot Tub/Spa/Jacuzzi


B – Natural Body of Water (including Ditch/Canal)


C – Other/Miscellaneous (including Bathtub, Toilet, and Bucket)








Drowning Event Information











B – Natural Body of Water (select one ONLY if a selection was not made in Category A)


( Gulf of Mexico	( Ditch/Canal 	


( Lake/Pond  		( Bay/Bayou 		( River/Creek


		


B1. Name of Lake/Pond, Bay/Bayou or River/Creek


( None of the Above (skip to category C)		               ______________________________________________ 





B2. Event Location – Natural Body of Water (select one)


( Multi-Family Dwelling		( Single-Family Dwelling	( Hotel/Motel/Resort	( Uninhabited Private Property	


( Nat’l/State/County/City Park	( Other_______________________________________	( Not Known/Not Recorded


(continue to #20)

















C – Other/Miscellaneous (select one ONLY if a selection was not made in Category A or B)


( Bathtub			( Toilet				( Bucket		


( Septic Tank			( Farm/Cattle Tank		


( Other______________________________________		(Not Known/Not Recorded	


C2. Event Location – Miscellaneous (select one)


( Multi-Family Dwelling		( Single-Family Dwelling	( Hotel/Motel/Resort	( Farm/Ranch/Non-Residential	


( Other___________________________________________					( Not Known/Not Recorded








Patient/Activity Descriptors    						


21. Was the event a result of a motor vehicle collision?		


( Yes			( No			( Not Known/Not Recorded	


22. Did weather conditions contribute to the event?		


( Yes			( No			( Not Known/Not Recorded	


23. Did the patient know how to swim?				


( Yes			( No			( Not Known/Not Recorded





	


24. Nature of Event	


( Non-Intentional 		( Intentional – Self		( Intentional – Other		( Not Known/Not Recorded


	





			


		


		











25. Personal Flotation Device Usage (at time of drowning event, select up to 3)


( Life Jacket		( Water Wings			( Child Inflatable Ring		( Bathtub Seat or Ring	


( Tire Tube		( Air Mattress/Raft		( Surf/Boogie Board		( None			


( Other_____________________________________________________________		( Not Known/Not Recorded


			





		





20. Patient Activity (select one)


( Bathing		( Playing		( Wading	( Swimming		( Tubing/Floating


( Fishing (land/dock)	( Fishing (from boat)	( Boating	( Personal Water Craft	( Water-skiing		


( SCUBA/Snorkeling	( Vehicle Occupant	( Other__________________________	( Not Known/Not Recorded 





Supervision Information (complete section ONLY for patients younger than 15 years of age)





Date of Event ______________     -     Date of Birth _______________     =     Patient’s Age _________________





26. Who was supervising the patient at the time of the drowning event? (select up to 3) 


( Parent/Step Parent	( Sibling		( Other Relative		( Parent Intimate Partner		( Lifeguard


( No One 		( Childcare/Sitter	( Friend/Neighbor	( Not Known/Not Recorded	( Other_________


    (skip to #27)


26a. If the supervisor(s) was not an adult, what was the primary supervisor’s age? 


( 0-5 years		( 6-9 years		( 10-13	years		( 14-17 years 





26b. Was the supervisor aware the child was engaged in a water activity at the time of the drowning event?


( Yes			( No			( Not Known/Not Recorded 	( Not Applicable





26c. Did the supervisor see the child fall into or begin struggling in the water?


( Yes			( No			( Not Known/Not Recorded





Drowning Event Information











31. Medical Factors Contributing to Event


( None			( Seizures		( Intellectual Disability		( Physical Impairment 


( Other _______________________________________________________		( Not Known/Not Recorded








29. Diagnoses Codes   			ICD-9?		( Yes		( No			


ICD-10?	( Yes		( No





1._____________ 2._______________ 3._________________ 4.________________ 5.________________ 6.________________


30. ICD-9 External Cause of Injury Codes (additional fields if using ICD-10)


1._____________ 2._______________ 3._________________ 4.________________ 5.________________ 6.________________





Assessment Information





Rescue Information		


27. Was the patient knocked unconscious prior to the injury? (hit head, struck by water craft, etc.)	                                            


( Yes			( No			( Not Known/Not Recorded





28. Type of Rescue Assistance at Scene (select up to 3)


( Rescue Breaths	( CPR			( Back Blows		(Abdominal Thrusts	


( None			( Other__________________________		( Not Known/Not Recorded


   (skip to #29)    


28a. Rescue Assistance Provided by (select up to 3)


( Parent/Step-parent	( Parent Intimate Partner		( Sibling		( Other Relative		


( Child-care/Sitter	( Friend/Neighbor		( Bystander		( Lifeguard		


( EMS			( Fire Department 		( Law Enforcement	( Not Known/Not Recorded


( Other___________________________________				





Pulse





PATIENT VITAL SIGNS





Glasgow Coma Score





Eye





35a. Scene





35b. Hospital (Initial)





Glasgow Coma Score











Eye











Verbal











Verbal











Motor











Motor











Total











Total











Vital Signs





Vital Signs














Pulse











Respiration Rate











Respiration Rate














Oxygen Saturation











Oxygen Saturation














40. Other Contributing Factors  (List any other factors that may have contributed to the drowning event)





______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Disposition  


36. Outcome		


( Death		( Morbidity		( No Morbidity		( Not Known/Not Recorded


37. Transferred/Discharged to


( Home		( Home with Services	( Short-Term Hospital	( Morgue/Funeral Home 		( Skilled Nursing Facility 


( Hospice	( Left AMA		( Rehabilitation 		( Intermediate Care Facility 	( Not Known/Not Recorded


( Other______________________________





37a. Name of Facility the Patient was Transferred/Discharged to ________________________________________


37b. Facility’s Registry Number _____________________________	


38. Date of Transfer/Discharge _______ /_________ /________





			           Month (1-12)      Day (1-31)         Year (4 digits)





39. Time of Transfer/Discharge  _______:________ 


   (00:00 – 23:59)





32. Patient Alcohol Use   					33. Patient Drug Use		


( No (laboratory confirmed)	( Yes (laboratory confirmed)		( No (laboratory confirmed)	( Yes (laboratory confirmed)


( No (not suspected)	( Suspected (not confirmed)		( No (not suspected)	( Suspected (not confirmed)


( Not Known/Not Recorded				( Not Known/Not Recorded


32a. Alcohol Use Test Results ____________		33a. Positive Drug Test Results ________________________________


			             (mg/dL)


34. Was the supervisor suspected of using drugs or alcohol? (answer ONLY for patients younger than 15 years of age)


( Yes – Alcohol			( Yes – Drugs			( No			( Not Known/Not Recorded





Assessment Information, continued








PAGE  
Confidential – Drowning Event Report Form 

Page 6

       Stock  #EF09-13792

Revised 02/29/2012


