Incident / Accident Report
Not a Part of the Medical Record

	Date of Occurrence:
	
	Location: 
	 FORMCHECKBOX 
 ATC
	 FORMCHECKBOX 
 CBS
	 FORMCHECKBOX 
CTH __
	 FORMCHECKBOX 
 FLH __
	

	Time of Occurrence:
	
	 FORMCHECKBOX 
 Client Room
	 FORMCHECKBOX 
 Restraint Room
	 FORMCHECKBOX 
 Quiet Room
	 FORMCHECKBOX 
 Parking Lot

	Day:     FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 T
	 FORMCHECKBOX 
 W      FORMCHECKBOX 
 Th
	 FORMCHECKBOX 
 Recreation Area
	 FORMCHECKBOX 
 Treatment Area
	 FORMCHECKBOX 
 School / Class
	 (Fill in Class V)

	                                                                                                                           FORMCHECKBOX 
 F
	 FORMCHECKBOX 
 S
	 FORMCHECKBOX 
 Su
	 FORMCHECKBOX 
 Public Area
	 FORMCHECKBOX 
 Dining Room
	 FORMCHECKBOX 
 Hallway
	

	Shift:           FORMCHECKBOX 
 D
	 FORMCHECKBOX 
 E
	 FORMCHECKBOX 
 N
	 FORMCHECKBOX 
 Unit Dayroom
	 FORMCHECKBOX 
 Outside Area
	 FORMCHECKBOX 
 Other: 
	__________________



	Person Affected:                       FORMCHECKBOX 
 Client                                                                    FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 Visitor                             FORMCHECKBOX 
 Other: ___________________

	Admit Date:
	
	
	Unit:
	
	Age:
	
	
	Sex:
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	Name (Last, First, M):
	
	
	
	
	Current Diagnosis:
	
	
	
	

	Attending Physician:
	
	

	INDIVIDUALS INVOLVED:
	

	Client Name:
	
	Client Name:
	

	Staff Name:
	
	Staff Name:
	

	Other:
	
	Other:
	

	INCIDENT CLASS

	Class I Incident: Client     * (Notify CPM II)                                                                           
	Class II Incident: Client*

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

	Client Death

Client Suicide

Suicide Attempt

Elopement 

Sexual Incident

Client to staff aggression resulting in injury 

Client/ client aggression resulting in injury

Allegation of Abuse

Major medication error resulting in injury to patient

Significant adverse drug reaction    FORMCHECKBOX 
 Pharmacy Follow-up

Threat of harm

Fall with significant injury (example fx, major trauma)

AMA Discharge

Medical Emergency

Other (Describe) _____________________________________
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Seclusion      FORMCHECKBOX 
 Searched     Time In______   Time Out______

Restraint

Allergic Reaction

Suicide Gesture

Adverse Drug Reaction            FORMCHECKBOX 
 Pharmacy Follow-up

Medication Error

Client to client physical aggression-no injury

Client to staff aggression

Self inflicted injury

Fall with injury

Fall without injury

Recreational injury

Contraband

Property Damage / Loss

Other (Describe) _________________________________

	Class III Incident: Visitor* – (General Liability)
	Class IV Incident: Employee* – (Worker’s Compensation) 

	Name:
	
	Name:
	

	Address:
	
	Address:
	

	
	
	
	

	Phone:
	(           )
	Phone:
	(            )

	Purpose of visit:
	Shift:

	 FORMCHECKBOX 
 Visiting Patient
	 FORMCHECKBOX 
 Vendor
	 FORMCHECKBOX 
 Other:
	
	 FORMCHECKBOX 
 Regular
	 FORMCHECKBOX 
 Overtime

	Injury / Damage Sustained:
	Injury / Damage Sustained:

	 FORMCHECKBOX 
 Physical Injury
	 FORMCHECKBOX 
 Damaged Property (auto)
	 FORMCHECKBOX 
 Physical Injury
	 FORMCHECKBOX 
 Damaged Property (auto)

	 FORMCHECKBOX 
 Stolen Property
	 FORMCHECKBOX 
 Police Report Taken
	 FORMCHECKBOX 
 Stolen Property
	 FORMCHECKBOX 
 C-1 Form Completed

	 FORMCHECKBOX 
 Other (Describe)
	
	 FORMCHECKBOX 
 Referral for Medical Treatment

	
	 FORMCHECKBOX 
 Other (Describe) _____________________________________

	Class V Incident: Safety*
	DO NOT PHOTOCOPY 

	 FORMCHECKBOX 
 Weapon                             FORMCHECKBOX 
 Equipment Malfunction
	PRIVILEGED   AND CONFIDENTIAL 

	 FORMCHECKBOX 
 Threat of Harm
	  FORMCHECKBOX 
 State of Nevada Property Damaged  
	* ATTACH “ANATOMICAL ADDENDUM” AND/OR

	 FORMCHECKBOX 
 Other (Describe) _____________________________________

Forward Report to Safety Officer for Review and Signature
	“MAINTENANCE REPAIR REQUEST”




DCFS Incident Report Form
Not a Part of the Medical Record

	DESCRIPTION OF OCCURRENCE (Facts Only)

	

	

	

	

	

	

	NURSING NOTES

	

	

	

	

	

	

	NOTIFICATION(S)

	Physician Notified
	 Physician Name: 
	
	
	By Whom:
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Physician’s Advice:
	
	
	
	

	 Date:
	
	Time:
	
	
	
	
	
	

	
	
	
	
	
	
	

	Supervisor Notified
	 Supervisor Name: 
	
	
	By Whom:
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Supervisor Comments:
	
	
	
	

	 Date:
	
	Time:
	
	
	
	
	
	

	
	
	
	
	
	

	Family Notified
	 Family Name(s): 
	
	
	By Whom:
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Family Comments:
	
	
	
	

	 Date:
	
	Time:
	
	
	
	
	
	

	
	
	
	
	
	
	

	Other(s) Notified
	 Other(s) Name(s): 
	
	
	By Whom:
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Comments:
	
	
	
	

	 Date:
	
	Time:
	
	
	
	
	
	

	
	
	
	
	
	
	

	Form completed by: 




 











PLEASE PRINT NAME


SIGNATURE



DATE

Witnessed by:           




 











PLEASE PRINT NAME


SIGNATURE



DATE



	Director of Nursing Comments and Recommendations:
	

	

	Staff Responsible for Action:
	
	
	Completed By:
	

	Signature and Title
	
	
	Date:
	

	

	Medical Director Comments and Recommendations:
	

	

	Staff Responsible for Action:
	
	
	Completed By:
	

	Signature and Title
	
	
	Date:
	

	

	CPM I Comments and Recommendations:
	

	

	Staff Responsible for Action:
	
	
	Completed By:
	

	Signature and Title
	
	
	Date:
	

	

	CPM II Comments and Recommendations:
	

	

	Staff Responsible for Action:
	
	
	Completed By:
	

	Signature and Title
	
	
	Date:
	

	


IA# 			








S & R Policy  ATTACHMENT D
Rev: 01-13

