
Health Facility Reporting Form 
Required by Section §805 of the Business and Professions Code 

REPORTING ENTITY (Check One) 

Type of Facility:  

  (i.e. Hospital, Skilled Nursing Facility, Home Health, etc.) 

Name of Person Preparing Report Phone Number Email Address 

Chief Executive Officer/Medical Director/Administrator Phone Number Email Address 

Facility Name and Address City State Zip Code 

LICENTIATE (Check One)  Nurse Practitioner   Nurse Practitioner Furnishing 
Name License Number 

PATIENT AND INCIDENT INFORMATION 

Patient Name Phone Number Email Address 

Patient Address City State Zip Code 

Date the allegations of sexual abuse and/or sexual misconduct were reported by the patient or patient’s legal 

representative in writing to entity. 

Date (mm/dd/yyyy) 

Provide details of the reported incident.  Attach additional pages if necessary. 

Attach a copy of the patient’s (or legal representative) written report filed with the entity. 

Signature of Person Preparing Report Date 

(Created 01/26/2021)

Submit the completed form by clicking on the button above or email to:
Enforcement.BRN@dca.ca.gov

mailto:Enforcement.BRN@dca.ca.gov
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