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Liquor Liability

Establishment Name: ___________________________________________________________________________________________________________

Date:___________________________________________________________ Time: _____________________________________________________

Name of Alleged Intoxicated Person (AIP): ________________________________________________________________________________________

Address of AIP: _________________________________________________

AIP Arrival Time: ________________________________________________ Departure Time: ___________________________________________

Bartenders/Servers: ____________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Description of Incident: _________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Intervention Strategies Used: ____________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Comments:____________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Filled out by:___________________________________________________________________________________________________________________

Position: ________________________________________________________ Date: _____________________________________________________
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To be completed in the event of an accident or injury.

Loss Location: _________________________________________________________________________________________________________________

Injured Party Name: ____________________________________________________________________________________________________________

Injured Party Address: __________________________________________________________________________________________________________

Home Phone: ___________________________________________________ Work Phone: ______________________________________________

Date of Birth:__________________________________________________________________________________________________________________

Injury/Complaints: ______________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Medical Attention Received: _____________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Witness: ________________________________________________________ Phone:____________________________________________________

Address: ______________________________________________________________________________________________________________________

Authorities Contacted � Yes � No

If Yes, whom:______________________________________________________________________________________________________________

How were you notified of accident? ______________________________________________________________________________________________

______________________________________________________________________________________________________________________________
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