
   
Kent County Emergency Medical Services, Inc. 
678 Front St. NW, Grand Rapids MI 49504                                                             (office use only) 
(616) 451-8438   (QI hotline – prompt #4) 
(616) 451-8462    (fax)                                                                                                                   Event #___________ 
 
  

Quality Assurance / Quality Improvement 
Incident/Complaint/Compliment Report Form 

 
Incident type: ____Radio Communications _____Protocols/Policies         _____Dispatch/Medcom 
  ____Interagency Cooperation _____Professional Decorum     _____Meds / Drug bag (Hosp) 
  ______Patient Care  _____Prioritization   _____Meds/ Drug bag (EMS) 
  ____Documentation  _____Compliment   

____Other: ________________________________________ 
 
 
If Drug Bag Incident:     Please attach drug-bag label below: 
Destination Hospital: _______________    
Box serial #: ______________________ 
Last Pharmacy Inspection: 
Date: _______ Hospital: ___________ 
Personnel Initials: _________________ 
 
 
Event Date: __________    Event Time: ___________ MedCom Number:  ___________ 
  
Event Location: ____________________________________________________________________ 
 
Incident/Complaint/Compliment Description: 
(Please include events surrounding, and contributing to, this incident) 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Agencies Involved: (1) ______________________________   (2) ______________________________ 
    Reporting Agency    Subject of report - Agency 
 
  
Personnel Involved: (1a) _____________________________  (2a) ____________________________ 
            
 
   (1b)______________________________  (2b) ____________________________ 
 
 

(Continued on back) 

Date received:   
 
Assigned to: ____________ Date Assigned: _____________ 
 
Committee Review: _____ FWD To/Date: _______________ 
 
Substantiated: _____(Y/N) Date Closed: _______________ 
 
Data entry: _____________ Final Review:             
 
  

 
ATTACH DRUG BAG LABEL HERE 



 
 
Did this event affect patient care?      (YES / NO):  
(If “yes” please describe how patient care was effected :)   
______________________________________________________________________________________________
______________________________________________________________________________________________ 
      
Please note patient diagnosis, in-hospital testing and treatment, patient disposition: 
______________________________________________________________________________________________
______________________________________________________________________________________________ 
      
Proposed or suggested outcome:  
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Name of person completing report: (print) ___________________________________   Date_________ 
 

Phone number: ____________________________.  
 
Department / Agency Name____________________________________________________________________ 
(Please attach copy of EMS Run Form or any other helpful information.) 

 
 
 
 
 

 
Please Do Not Write Below the Line Office Use only                                                                             
 
Investigation: 
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________  

Outcome: 
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________  
2/16/02 

Alldata/forms/QA/incident 

This is a confidential professional/peer review and /or quality assurance document of Kent County Emergency Medical Services, Inc.  It is 
protected from disclosure pursuant to the provisions of Michigan law including: MCL330.1143A, MCL330.1748, MCL331.531, mCL331.532, 
mCL331.533, MCL331.20175, mCL333.21513, MCL333.21515 and Iowa law including ICA22.7, ICA135.40-135.42, ICA147.135, ICA228.1-228.8 
and all other applicable laws.  Unauthorized use, disclosure or duplication is absolutely prohibited. 

Kent County EMS, Inc Grand Rapids, Michigan 


