
 

City of Long Beach 
Fire Department 

1 West Chester Street 

Long Beach, NY 11561 

(516) 431-1002 

 
Scott Kemins 

Commissioner 

       

Public Records Request 
 

If you are requesting records that involve a request for assistance from the Long Beach 

Fire Department, please complete the REQUEST FOR PUBLIC INFORMATION form 

and give as much detail as possible regarding the incident, the date, time, location and 

type of alarm( fire, rescue, auto accident, etc.). 

 

If you desire a copy of the Pre Hospital Care Report (PCR), which is a medical record, 

the HIPPA Form MUST also be completed. 

 

All requests must include: 

 A completed and signed REQUEST FOR PUBLIC INFORMATION form.   

 

 HIPAA release form (only for aided report/ PCR requests) 

 

 Copy of current Driver’s License (only for aided report/ PCR requests) 

 

 A Self-addressed, stamped return envelope 

 

 Check or Money Order for $10.00 payable to City of Long Beach 

 

Send all of the above items to: 

 

City of Long Beach 

ATTN: CITY CLERK - FIRE RECORDS 

1 W Chester St 

Long Beach, NY 11561 

 

 



FIRE DEPARTMENT 

CITY OF LONG BEACH 
1 W. CHESTER ST 

LONG BEACH, NY 11561 
516-431-2434  - FAX: 516-431-7354 

 

REQUEST FOR PUBLIC INFORMATION 
 

I HEREBY APPLY FOR A COPY OF THE FOLLOWING RECORD: 

⁯ ___ AIDED REPORT   ⁯ ___ FIRE REPORT 

 
             
NAME OF INDIVIDUAL INVOLVED IN THE IN INCIDENT – IF APPLICABLE           
 
             
ADDRESS OF INCIDENT 
 
             
DATE OF INCIDENT 
 

 
             
NAME OF INDIVIDUAL MAKING REQUEST – PLEASE PRINT   DATE 
 
             
REPRESENTING        PHONE # 
 
                  
MAILING ADDRESS OF APPLICANT     CITY        STATE  ZIP 
 

Signature  of Applicant – Signature must be notarized if 

request is for an Aided Report/PCR by mail 

 
       
SIGNATURE    DATE 
 

 

     
 
 
 
 
 

 
 

THE FOLLOWING MUST ACCOMPANY THIS FORM: 
 

 Check for $10.00 payable to the City of Long Beach 

 HIPAA release form (only for aided report/ PCR requests) 

 Stamped, self-addressed return envelope 
 

For Department Use Only: 

 __ APPROVED   

__ DENIED   

__ THIS DEPARTMENT HAS NO RECORD OF THIS INCIDENT 

________________________ ____________________ ______________ 

SIGNATURE    TITLE    DATE 

 

You have the right to appeal the denial of this application to the head of this agency, who must 
fully explain the reason for such denial in writing within seven days of receipt of an appeal. 
 
I HEREBY APPEAL: 

________________________________  ________________________ 
SIGNATURE      DATE 
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