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COMMUNICATION FAILURE REPORT

Please complete this form and attach a copy of the Patient Care Record. 
Place in the EMS Coordinator’s Box
Incident Date:___________ PCR #___________ Agency Name:_________________________________ 
Incident Location:______________________________________________________________________

Person completing report_________________________________________________________________ 

Identify Cause: (Check all that apply)
_____ No Telephone _____ No cell phone Service _____ No Radio Service 
_____ Other___________________________________________________________________________ 
Explanation (No Patient Information):_______________________________________________

__________________________________________________________________________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
(EMS Office to complete below)
District Medical Advisor Review: _________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
QI Review by:_________________________       Medical Advisor:_______________________________ 
Date:________________________________
January 2007

