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TANNING FACILITY INJURY REPORT 
 

Pursuant to Section 306 of Title 25-Fof the District of Columbia Municipal Regulations, a written report of any alleged tanning 
injury shall be forwarded to the Department of Health, Radiation Protection Division within five (5) working days of the 
occurrence or the knowledge thereof. 
 

TANNING FACILITY INFORMATION   LICENSE#:    
 

Name of Facility:  

Location:  

Phone:  
 

Owner’s Name:  

 
SUSPECTED DEVICE 
SPECIFICATIONS 
 

Manufacturer:  
Model:  
Serial Number:  
Lamp(s) Used:  

CONSUMER INFORMATION    DATE OF REPORT: ____/____/_____ 
Reported By:  

 
Phone:  

Injured Individual:  
 

Phone:  

Address:  
 

Operator Name:  Duration of Exposure:  
Nature of Injury:  
  

 

Date of Injury:  

________/_______/________ 
 

Medical Attention Sought?  Yes      No 
 

Health Care Provider Name:   

Phone: 
 

 
Address:   
Diagnosis/ 
Treatment: 

 

Preparer Name:  
Signature: 
 

 

 

OFFICE USE ONLY: 
 

 
Rc’d by:  ____________________________________________Date:  __________ 
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