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Forensic Laboratory 
Supplemental Information Form 
Patient’s Name: _____________________________ Age: _______                 
DOB: ___ /___ /___ Sex Classification at Birth:  M    F    
                         
Incident information relevant to evidence collection: 

1. Date and approximate time of the assault:  
   Date: ___ /___ /___  
   Time: ___________  AM  PM 

2. Where did assault occur (i.e., bed, car, living room)? 
____________________________________________ 

3.  Single assailant    Multiple assailants   
   If assailant(s) is known, relationship: _____________________    

Description of assault:   
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 

Recent sexual activity: 
From 120-hours prior to the incident until the time of this examination, has the patient had sexual contact?  
 Yes    No 
If yes,(Consensual Partner:  M   F) Vaginal date:___ /___ /___ Anal date:___ /___ /___ Oral date:___ /___ /___ 
 
Type of sexual contact:  
1. Contact with patient’s vagina by:  Not applicable (male patient)    Penis    Finger/hand    Mouth             
 Foreign object    Unknown    No contact; Did penetration occur?  Yes /  No /  Unknown  

2. Contact with patient’s penis by:  Not applicable (female patient)    Vagina    Finger/hand    Mouth          
 Foreign object    Unknown    No contact; Did penetration occur?  Yes /  No /  Unknown 

3. Contact with patient’s rectum by:  Penis    Finger/hand    Mouth    Foreign object    Unknown             
 No contact; Did penetration occur?  Yes /  No /  Unknown 

4. Oral contact with patient’s genitals:  Yes /  No /  Unknown 
If yes,  on patient by assailant(s);  on assailant(s) by patient  

5. Did ejaculation occur:  Yes /  No /  Unknown 
If yes, indicate location(s):  Mouth    Vulvar Area    Vagina    Rectum    

 Body surface______________;  Clothing ______________;  Other______________________________ 

Did any of the following occur:         
Use of condom               Yes   No   Unsure 
Sucking/kissing/biting/licking         Yes   No   If yes, Location: __________________ 
Patient scratch assailant?    Yes   No   Unsure 

If yes, was assailant bleeding?   Yes   No   Unsure 
Patient menstruating at time of incident?   Yes   No 

If yes, was a tampon/pad utilized during or after the incident?  Yes    No 
If yes, was the tampon/pad collected?  Yes    No 

Patient wearing underwear at time of incident?  Yes    No           
Underwear collected?  Yes    No 

Post assault hygiene and activity: 
Did the patient bath/shower since the assault?   Yes    No  

Changed underwear      Yes    No 
Changed clothes     Yes    No  
Washed clothes worn during assault   Yes    No 

 
Distribution: Original in Part A Kit box; Copy in patient medical record 
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