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NOTE: THIS FORM MUST BE COI\’IPi;I:BTED WHEN REQUESTING AN EMS
RUN REVIEW.

L]

BAY COUNTY MEDICAL CONTROL AUTHORITY

#0:08 - SPECIAL CHART REVIEW OR COMPLAINTS

DATE OF CALL: TIME OF CALL:

NATURE OF CALL:

PARAMEDICS/EMT'S:

REVIEW REQUESTED BY:

REASON FOR REVIEW:

***COPY OF INCIDENT DOCUMENTATION AND ALL DISPATCH TIMES MUST BE ATTACHED TO THIS
REPORT*** -

COMMENTS:

QUALITY ASSURANCE COMMITTEE RESPONSE:

"This is a confidential professional peer review and quality assurance document of the hospital It is protectedfrom
disclosure pursuant to the provisions of MCL 333.20175, MCL 333.21513, MCL 333.21515, MCL 331.53 1, AFCL 333.533,
MCL 330.1143a and other state andfederal laws. Unauthorized disclosure or duplication is absolutely prohibited



