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FACILITY NAME

REGION
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TIME FIRE WAS DISCOVERED

WHO DISCOVERED THE FIRE?

TIME FIRE DEPARTMENT ARRIVED

LOCATION IN THE FACILITY AND CAUSE OF FIRE

AMOUNT OF DAMAGE CAUSED BY FIRE

CENSUS AT TIME OF FIRE (NUMBER)

WAS FIRE ALARM ACTIVATED?
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IS ARSON SUSPECTED?

[lyes L[INO

NAME AND CONTACT INFORMATION OF INVESTIGATING FIRE/POLICE OFFICIAL

CIRCUMSTANCES THAT MAY HAVE PREVENTED THE FIRE, IF ANY.

REMARKS (ATTACH A BRIEF NARRATIVE OF THE EVENTS - IF THE FIRE CAN BE ATTRIBUTED TO A PARTICULAR PERSON(S), INCLUDE THEIR NAME AND IDENTIFYING DATA.)

FACILITY ADMINISTRATOR/MANAGER SIGNATURE

TITLE DATE

PLEASE PRINT NAME OF PERSON SIGNING ABOVE

ADDRESS

CITY, STATE, ZIP CODE
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