
missouri department of health and senior services
division of regulation and licensure FOR SLCR USE ONLY
section for long-term care regulation date region sent to central office facility id number

FIRE REPORT
fire location fire cause

facility name region

facility address county

owner administrator

date of fire 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? time alarm was activated date/time fire alarm was put back in service if activated
yes      no

was sprinkler system activated? date/time sprinkler system was put back in service if activated
yes      no

number of staff on duty if evacuation was required, number of residents requiring assistance

number of injuries or deaths to residents or employees as result of fire number resulting from smoke inhalation number resulting from burns

is arson suspected? name and contact information of investigating fire/police official
yes      no

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

return to: MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
DIVISION OF REGULATION AND LICENSURE
SECTION FOR LONG-TERM CARE REGULATION REGION ____________

fire department report attached? if no, please explain
yes      no

mo 580-2782 (6-13) da-115
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