
Incident Report 
Space Coast Therapy Dogs, Inc. 
***Call President Immediately*** 

 
 

Please Print Information 

 
Witness or Person completing this form…………………………….............................. 
 
Date………………………………………Time……………………………....................... 
 
Location or Event………………………………............................................................. 
 
Name/Title of person at location to whom incident was reported  
 
………………………………………….…………………………………….…...................        
                      
SCTD Coordinator……………………………….T/O…………………………….............             
                                                        
Handler(s) Involved …………………………………………………................................       
                                                     
Dog(s) Involved.……………………………………………………………….................... 
                 
Details of Incident ………………………………………………………………………….. 
 
……………………….................................................................................................... 
 
………………………………......................................................................................... 
 
………………………………......................................................................................... 
 
……………………………….........................................................................................  
 
……………………………………………………………………………………………...… 
 
……………………………………………………………………………………………..….
  
 
               X___________________________________    
             Signature of person submitting report 

 
Mail immediately to:  

        SCTD, Attention: President, P.O. Box 121474, West Melbourne, FL 32912  


