
 Date of Request:  ______________________________ 
 
 

Clark County Fire Department Records Request Form 
575 E. Flamingo Rd Las Vegas, NV 89119 
Incident Request Line: (702) 455-7322 

Fax: (702) 455-7137 Email: CCFDRECORDS@ClarkCountyNV.gov  
 

Incident Report Number:  ____________________ 
Requested By: ________________________________________________________________________ 

Company:  ___________________________________________________________________________ 

Telephone Number: ________________________ Fax Number:  ______________________________ 

Email Address: _______________________________________________________________________ 

Purpose of Report Request: ____________________________________________________________ 

Type of Incident:   ☐ Fire     ☐ Vehicle Fire     ☐ *Medical     

☐ Other _____________________________________________________________________________ 

Date of Incident:  ________________________________________ 

Time of Incident: ____________________  ☐  AM or ☐  PM 

Address or Intersection of Incident:  _____________________________________________________ 

Vehicle Information (if applicable):  _____________________________________________________ 
 

I prefer to: ☐ pick up the report at the address listed above; 

  ☐ have the report sent to me by email to the email address I provided; or 

  ☐ have the report faxed to the fax number I provided.      

*Medical Report Request – Please complete the following: 

Patient Last Name: ___________________________ Patient First Name: _______________________ 

Patient Date of Birth: ___________________________             

*If you are not the patient, you will need to complete the “Authorization to use and Disclose Protected Health 
Information” form. The original form must be signed by the patient, notarized, and must be returned to the Clark 
County Fire Department by fax, email, or to the above address. 
 

IT MAY TAKE UP TO 30 DAYS TO PROCESS YOUR REQUEST. 
SUBMITTING DUPLICATE REQUESTS WILL NOT EXPEDITE THE PROCESS. 

INCOMPLETE REQUESTS CANNOT BE PROCESSED. 

Please return completed form via fax, or email to CCFDRECORDS@ClarkCountyNV.gov. 
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