
Mulch Fire Data Collection

The purpose of this form is to document fires  that originate in mulch, in which the cause has been determined by the  suppression
 OIC to be accidental with a known cause within a reasonable degree of scientific certainty.  This does not include fires, which
 originate in grass or flower pots/planters, or which the cause is incendiary or  unknown.

Date *

Time *

Incident Number * 

Type of Occupancy*

Physical Address*

General

Hotel

Restaurant

Place of Worship

Educational (School, College or Daycare Facility) 

Theater

Bar or Nightclub

Apartment or Condo

Townhouse, Single Family, Duplex Home 

Gymnasium

Business

Park or Playground

Median or Parking lot

Storage (shed)

Other

Street Address

Address Line 2



Temperature

Humidity

Conditions

Wind Speed

Wind Direction

Sq. Ft. of Mulch*

Ignition Source*

If The Fire Occurred at
 a Structure, Location
on Building*

Occupied at time of
fire*

City State / Province / Region

Postal / Zip Code

Weather

Fire Section

Smoking material

Self-Ignition

Electrical

Low Voltage lighting

Arson or Unknown (Call for a FM to Scene)

Other

A

B

C

D

Other or Obscured from view

Yes

No



 Number of affected

6-18"

18-24"

24-36"

>36"

Trees

 Number Pieces of
 Siding

Interior Damage

Number of Vehicles
 Damaged

Other

Comments

Shrubbery Damage Estimate
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