NEW YORK STATE DEPARTMENT OF HEALTH
Patient Safety Center

Office-Based Surgery - Adverse Event Report
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*Such adverse events shall be reported to the PSC within one business day of the occurrence of such adverse advent. Tt is expected ihat in
most cases the physician, PA or SA will become aware of the reportahle adverse even within one business day of its occurrence through the
patient, a subsequently treating physician and/or hospital, an insurer and/or family member. If you learned of this adverse event later than
within onie business day of its occurrence please provide a description of the factors that prevented you from learing of such event within
this time frame (please attach additional pages if needed).

Please submit Adverse Event Form via certified mailto: ~ New York State Department of Health
Patient Safety Center
161 Delaware Avenue
Delmar, New York 12054
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