Louisiana State Board of Medical Examiners
630 Camp Street, New Orleans, LA 70130
(504) 568-6820

Adverse Event Reporting Form

Mail this form to the above address attention: Carol Chauvin
Or email to officebasedsurgeryreport@lsbme.la.gov 

*COMPLETE THIS FORM PRIOR TO PRINTING*
		FACILITY / PHYSICIAN 
INFORMATION
	PATIENT / PROCEDURE
INFORMATION

	[bookmark: Text1][bookmark: _GoBack]Facility Name:      	
	Patient Name:      

	Facility Address:
     
     
	Patient Address:
     
     

	Contact Person:      
	Date of Birth:      

	Contact Phone #:      
	Medical Record #:      

	Contact Email:      
	Diagnosis:      

	Physician Reporting:      
	Purpose of Visit/Procedure Performed:
     

	Physician License #:      
	Sedation Administered: 
|_| None |_|Local |_|Moderate |_|Deep |_|General

	[bookmark: Check1][bookmark: Check2]Physician License Type:  |_|MD |_|DO
	



	ADVERSE EVENT INFORMATION

	Date of Service:      
	Site (body) of Event:      

	Date of Event:      
	Place Event was Discovered:      

	Time of Event:         |_|a.m.  |_|p.m.
	Name of Hospital (if transferred):      

	Date Discovered:      
	

	Significant Past Medical /Surgical History/Co-Morbidity(s): |_|None    
|_|CAD    	|_|Gerd		|_|Obesity	|_|Seizures	|_|Advanced Stage CA    
|_|CHF    	|_|HTN    	|_|PAD		|_|TIA/CVA   	|_|Arrhythmias  
|_|Diverticulitis	|_|IBS/Colitis   	|_|Pain		|_|Ulcer(s)	|_|Bleeding
|_|ESRD – Date of Last Dialysis:      
|_|OTHER      

	Brief Description of Event: (attach additional pages if necessary, including outcome [if known] or expected outcome):
     




______________________________________		_________________________
Signature of Physician					Date of Report
