Oil Spill Provider Reporting Form
Please fax completed form to the Michigan Regional Poison Center at Children’s Hospital of Michigan at 313-745-5493, return it electronically to ssmolins@dmc.org or call 1-800-222-1222

Facility Contact Information:

	Facility Name
	     

	Type of facilty
	 FORMCHECKBOX 
 ED   FORMCHECKBOX 
 Urgent Care   FORMCHECKBOX 
 Clinic   FORMCHECKBOX 
  Private physican office  

 FORMCHECKBOX 
 Other      

	Name of treating physican
	     


Patient Contact Information:
	Name
	     

	Address
	     

	Zip code / County
	       /      

	Telephone No. 

Alternate No.
	     
     

	Occupation
	     

	Age  / Gender
	      /  FORMCHECKBOX 
 Male   FORMCHECKBOX 
Female

	Past Medical Hx
(esp. pulmonary)
	     

	Physician Encounter Date
	Month        Date        Year      


Patient Status when exposed:

 FORMCHECKBOX 
 Local County resident

 FORMCHECKBOX 
 Visitor/Traveler

 FORMCHECKBOX 
 Event Responder

 FORMCHECKBOX 
 Other:      
Type of Exposure Reported:

 FORMCHECKBOX 
 Resident within impacted or hot zone

 FORMCHECKBOX 
 Event responder present at spill for a period of time

 FORMCHECKBOX 
 Place of employment is within impacted zone

 FORMCHECKBOX 
 Reports smelling strong or pungent fuel odor

 FORMCHECKBOX 
 Reports direct skin contact with oil

 FORMCHECKBOX 
 Other      
Date(s) of exposure:       
Duration of exposure:         FORMCHECKBOX 
 Minutes  FORMCHECKBOX 
 Hours  FORMCHECKBOX 
 Days  FORMCHECKBOX 
 Weeks  FORMCHECKBOX 
 Months
Pregnant:   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes      Number of weeks:      
Chief Complaints (check all that apply):  

Duration of finding:
 FORMCHECKBOX 
  Headache





     
 FORMCHECKBOX 
  Asthma/bronchoconstriction (new onset)

     
 FORMCHECKBOX 
  Exacerbation of asthma



     
 FORMCHECKBOX 
  Nausea





     
 FORMCHECKBOX 
  Chest pain





     
 FORMCHECKBOX 
  Cough





     
 FORMCHECKBOX 
 Shortness of breath



     
 FORMCHECKBOX 
  Palpitations




     
 FORMCHECKBOX 
  Rash





          
 FORMCHECKBOX 

  Skin irritation




     
 FORMCHECKBOX 
  Eye, nose, or throat irritation


     
 FORMCHECKBOX 
  Psychiatric





     
 FORMCHECKBOX 
 Other: Specify




     
          
Objective Findings: 

Vital Signs:  

	HR:      
	BP:      
	Resp:      
	Temp:      
	Pulse Ox:     


Pulmonary Function tests: (optional)
	Test
	Result
	Nml
	Abn
	Test
	Result
	Nml
	Abn

	FEV1
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	pCO2
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PEF
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	pO2
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	pH
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Pertinent physical exam findings:

     
Therapies provided (check all that apply):

	Respiratory

	 FORMCHECKBOX 
 Oxygen
	 FORMCHECKBOX 
Bronchodilators

     
	 FORMCHECKBOX 
 Steroids
	 FORMCHECKBOX 
 Other

     

	Dermal

	 FORMCHECKBOX 
 Irrigation/Wash
	 FORMCHECKBOX 
 Topical Agents

     
	 FORMCHECKBOX 
 Steroids
	 FORMCHECKBOX 
 Other

     

	EENT

	     

	Other

	     


Patient Disposition: 

 FORMCHECKBOX 

Phone contact only



Diagnosis
     
 FORMCHECKBOX 
        ED only




Diagnosis
     
 FORMCHECKBOX 

Outpatient only



Diagnosis
     
 FORMCHECKBOX 

Admitted to General Medical Floor

Diagnosis
     

 FORMCHECKBOX 

Admitted to Critical Care Floor

Diagnosis
     
 FORMCHECKBOX 

Other:      




Diagnosis
     
Length of stay (if admitted):      
