
EA-HSMS-MED-Athlete Incident/Referral Report-Form 08    (word/jotform)         

For Re-orders: Phone: EA National Office (02) 87627777 or Email: accounts@equestrian.org.au                                                    Issued By: NSM Issue Date: 01.09.2020   Ver:1.4    

 Event Name:     State: Date:         /            /                                  Time:                       am/pm 

Athlete Name:  DOB:         /          /                     Age:                   Gender: M /  F / NB 

Athlete No:   Discipline:   

Injury/Illness Severity:     NO Apparent Inj/Ill                       YES >     Minor Inj/Ill          Serious Inj/Ill         Critical       Concussion     Fatality       

Brief description of incident: ____________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________ 
a) Mounted    > b) Speed: Stationary    Walk    Trot    Canter   Gallop                                               c) Un-mounted      
d) Helmet:Yes No  N/A   e) Helmet Damaged:Yes No N/A   f) Body Protector:Yes No N/A  f) Air Vest Activated:Yes No  N/A                        

Medical History: 

 

Medications: 

 

Allergies: 

Observations /Examination: 

 

 

 

 

 

 

 

Time: BP HR RR SPO2 GCS BSL Air/E Pupils 

         

         

         

Treatment Provided:  

 

 

 

 

 

 

 

 

 

 

 

 

Medical Clearance Return to Ride    Yes                  If  No requires   
> Treatment Plan/Discharge Advice:  

 

 Observation   or   Hospital                 T/F >       Amb         Car 

 

Concussion card issued  Yes   No 
Athlete Mob:                                      Email: 

Concussion protocols advised  Yes  No    
Athlete/Support Personnel Signature: ____________________________ 

Other documents provided/attached:   

Name: 
Qualification (if applicable):  

Signature: 
Mob:                                     Email: 

Copy to a) OC/TD/Coach &   b) reporting@equestrian.org.au  
c) Medical Provider Email:  

Received by                                                               Date:    /       / 

 


