
Allegany County Department of Health 
7 Court Street, Belmont, NY 14813 

800-797-0581 / 585-268-9250 / Fax: 585-268-9712 
 

ANIMAL BITE REPORT 
TO BE COMPLETED BY ATTENDING PHYSICIAN/EMERGENCY ROOM STAFF: 

Handle all situations involving bats, skunks, raccoons, foxes as emergencies. The Health Department must be contacted BEFORE rabies post-exposure treatment can 
be initiated. 

Date of Report: ___________________ 

Patient Name: ______________________________________ 

DOB: ___________________ 

Home Address: ___________________________________________________________ 

Telephone: ___________________ 

If Minor, Name of Parent/Guardian: ______________________________________ 

Date Bitten: ___________________  Site of Bite: ___________________ 

Address Where Bite Occurred: _________________________________________________________ 

Description of Incident: 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

Animal Species Involved: ___________________   

Is the Animal Stray? Yes _____ No _____   

Was the Animal Captured/Killed? Yes _____ No _____ 

IF THE PATIENT WAS BITTEN BY A DOG/CAT/FERRET WE NEED THE FOLLOWING INFORMATION: 

Owner’s Name: ______________________________________ 

Address: _________________________________________________________ 

Telephone: ___________________       

Name of Animal: ___________________ 

Description of Breed and Markings: _________________________________________________________  

Notes/Comments: 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

10 DAY CONFINEMENT 

Vaccinations Date: ___________________  Place of Vaccination: ______________________________________ 

Date of Initial Check: ___________________  Condition of Animal: ______________________________________ 

Date of 10-Day Check: ___________________  Condition of Animal: ______________________________________ 

Name of DOH Staff: ______________________________________ Signature: ______________________________________ Date: ___________________ 

Notes/Comments: 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 
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