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OVERDOSE REPORTING FORM

Reporter (this information is mandatory for a report to be accepted)

Your name: Your title:

Your community: Contact information (tel. or email):

Victim of the overdose

Age : If unknown, estimated age: 0 <14y/o 0O 14-19 [ 20-29 O 30-39 [40-49 0O50+

Sex:O M OF Other Pregnant woman : [0 Yes [0 No O Unknown [0 N/A

* Identifying information may be requested if Public Health opens an investigation following your report.

Description of the event

Date of the overdose : Community where the overdose occured:

Description of the event in a few words:

Symptoms and death

Symptoms : O Difficult, slow, nonexistent breathing O Needle-point pupils O Loss of consciousness
O Cardiorespiratory arrest O Agitation &/or aggressiveness
O Seizures / convulsions O Hallucinations O Others:

Is the victim deceased?: O Yes O No O Unknown

Substances used

O Alcohol O Cannabis/Shatter O Cocaine O Crack-cocaine O Crystal Meth O Fentanyl O MDMA

O Opioids O Speed pills O Unknown Others:
Use of NALOXONE
Was Naloxone administered: O Yes O No O Unknown If yes, how many doses?

Response to Naloxone: O Effective [ Not effective [ Other

Explanatory Notes

Reporters:

All professionals in the healthcare network (nurses, physicians, social workers, etc.) as well as first responders, police officers and community
workers.

Events to report:
Severe intoxication (e.g., hospitalization, death, intubation, delirium with hyperactivity and/or extreme aggressiveness requiring restraint measures,
administration of naloxone)

AND/ OR

Unusual circumstances or symptoms (e.g., = 2 closely related cases, unexpected symptoms for the substance used, toxidrome inconsistent with the
reported history)

Reports should be sent to:
During office hours: mado-declarations.rr17@ssss.gouv.qc.ca
Outside office hours: Public Health on-call physician 1-855-964-2244 or 1-819-299-2990
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