
BOMB THREAT
Date

Call Time Start End

If caller I.D. is available - Record Number

Write down the exact wording of the threat:

Ask These Questions T Make sure to write in response below
Where is the bomb right now? 

When is it going to explode? 

What does it look like? 

What kind of bomb is it? 

What will cause it to explode?

Did you place the bomb? 

Why? 

What is your name? 

What is your address? 

What is your phone number? 
If caller I.D. is available - Record Number

NOTIFY MANAGER Name
Tel

CALL POLICE 911



COMPLETE THIS SECTION AFTER THE CALLER HAS HUNG UP Bomb Threat

AND POLICE/BUILDING SECURITY NOTIFIED

ABOUT THE CALLER

Male 
Female
Nationality?
Age

THREAT LANGUAGE
Well spoken 
Irrational 
Taped 
Foul 
Incoherent 
Message read 

CALLER’S VOICE
Calm 
Crying  
Clearing throat  
Angry 
Nasal  
Slurred 
Excited  
Stutter  
Disguised  
Slow  
Lisp  
Accent*
Rapid
Deep 
Familiar 
Laughter
Hoarse
If the voice sounded familiar, whose did it sound like?

* What did accent sound like?/ Other remarks



BACKGROUND SOUNDS Bomb Threat

Street noises 
House noises
Animal noises 
Dishes / Kitchen 
Motor
Clear 
Voice 
Static 
PA system 
Booth
Music 
Factory machinery 
Office machinery
Other (specify)
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