
Date of Incident Officer’s Name/ Rank/ID Number             CAD Incident Number 
 
 

Officer Status:   On Duty   Off Duty   Uniform  Plainclothes  Other  
 

 

Location of Incident:  Time:  
    
 

Initial Reason for Contact:  
 

Force Used Against:    Individual    Property  Animal 
Name of Person Force was Used Against Sex Race  Date of Birth Ht. Wt. 

        
 

Address:  
 

         Type of Force used (Check all that apply below) 
Indicate below and on diagram the location on the persons body force was used. Diagrams are not to take place of photos. 
 
   Location on Body 

 

       Physical   
    

       Taser     # of deployments    
    

       Pepper Spray   
    

       Baton/ASP    
    

       Firearm  __________   
    

       Pepper Ball   
    

       Other: _____________   
    

Subject Armed: If Armed, Check Weapon Type: 
     YES      NO  Knife     Club      Firearm  Other:  

Taser Type                                      Serial Number          

No Warning Given                  Verbal                    Laser                           Spark

Types of Deployment                                                          Full Deployments                   Drives

  TAUNTON POLICE DEPARTMENT
USE OF FORCE REPORTING FORM 

Type of Call:                                                                        Suspect on:                          

Supject Injuries:                                                           Officer Injuries:  

Officers are still required to complete a supplemental narrative either through their arrest report 
or a computer based USE OF FORCE report.   
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