DIVISION OF CHILD AND FAMILY SERVICES

Incident Reporting Form
	Incident #: _____________________________
	Location: 
	 FORMCHECKBOX 
 SNCAS  FORMCHECKBOX 
 NNCAS  SITE:_____________________

	Date of Incident: ________________________
	 FORMCHECKBOX 
 Client Room
	 FORMCHECKBOX 
 Restraint Room   FORMCHECKBOX 
 Quiet Room    FORMCHECKBOX 
 Treatment Area

 FORMCHECKBOX 
 School / Class      FORMCHECKBOX 
 Hallway         FORMCHECKBOX 
 Dining Room

 FORMCHECKBOX 
 Outside Area        FORMCHECKBOX 
  Staff Office   FORMCHECKBOX 
 Parking Lot

 FORMCHECKBOX 
 Other: _______________________________________

	Time of  Incident: _______________________
	 FORMCHECKBOX 
 Recreation Area
	

	 Day:  FORMCHECKBOX 
 M   FORMCHECKBOX 
 T  FORMCHECKBOX 
 W    FORMCHECKBOX 
 Th  FORMCHECKBOX 
 F  FORMCHECKBOX 
 S FORMCHECKBOX 
 Su                                                                                   
	 FORMCHECKBOX 
 Public Area
	

	Shift:           FORMCHECKBOX 
 D   FORMCHECKBOX 
 E   FORMCHECKBOX 
 N
	 FORMCHECKBOX 
 Unit Dayroom
	

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

	Name (Last, First, M):  ___________________________________
	Admit Date: _____________
	Unit:  __________________

	Age: _________              Sex:   FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	Current Diagnosis:  _______________________________

	Name of Attending Physician:  _________________________________________       Notified?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
   No

	INDIVIDUALS INVOLVED

	Client Name: _____________________________________________
	Client Name:  _____________________________________

	Staff Name: ______________________________________________
	Staff Name:  ______________________________________

	Other: __________________________________________________
	Other:  ___________________________________________

	                                                      INCIDENT CLASS            * Notify CPM II

	Class I Incident: Client* 
	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-on-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 (e.g., fracture, major trauma, etc.)

AMA Discharge

Medical Emergency

Other (Describe) _____________________________________
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 Manual Guidance
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:  _____________________________________________
                 _____________________________________________
	Job Title:  ____________________________________________

	
	Address: _____________________________________________
                 _____________________________________________

	Phone:  _______________________________________________
	

	Purpose of visit:          FORMCHECKBOX 
 Visiting Client        FORMCHECKBOX 
 Vendor
	Phone:    _____________________________________________

	 FORMCHECKBOX 
 Treatment Services     FORMCHECKBOX 
 Other: _________________________
	Injury / Damage Sustained:   FORMCHECKBOX 
 Physical Injury
 FORMCHECKBOX 
 Damaged Property (auto)   FORMCHECKBOX 
 Stolen Property

 FORMCHECKBOX 
 C-1 Form Completed   FORMCHECKBOX 
 Referral for Medical Treatment

 FORMCHECKBOX 
 Other (Describe)_____________________________________

	Injury / Damage Sustained:   FORMCHECKBOX 
 Physical Injury

 FORMCHECKBOX 
 Damaged Property (auto)   FORMCHECKBOX 
 Police Report Taken  FORMCHECKBOX 
 Stolen Property  FORMCHECKBOX 
 Other (Describe)______________________________
	

	Class V Incident: Safety*

	 FORMCHECKBOX 
 Weapon             FORMCHECKBOX 
 Equipment Malfunction             FORMCHECKBOX 
  Non-client Threat of Harm             FORMCHECKBOX 
 State of Nevada Property Damaged  

	 FORMCHECKBOX 
 Other (Describe) _____________________________________

Forward Report to Safety Officer for Review 

	Was client placed on 15 minute monitoring?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
   No     If “Yes”, who approved and for what reason was approval granted?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________


	DESCRIPTION OF INCIDENT (Facts Only)

	

	

	

	

	

	

	NURSING NOTES 

	

	

	NOTIFICATION(S)

	Physician Notified:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Physician’s Name: 

	By Whom:
	Comments:

	 Date:
 Time:
	

	
	

	Supervisor Notified:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	 Supervisor’s Name: 

	By Whom:
	Comments:

	 Date:
 Time: 
	

	
	

	Legally Responsible Person Notified:
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Legally Responsible Person’s Name:


	By Whom:  
	Comments:

	Date:
Time:
	

	
	

	Family / Other(s) Notified
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
	Name of Person Notified: 


	  By Whom:
	Relationship to Client:

	Date:

Time:
	Comments:

	
	

	
	

	Form completed by: 




 











PLEASE PRINT NAME


SIGNATURE



DATE

Witnessed by:           




 











PLEASE PRINT NAME


SIGNATURE



DATE

	Nursing Supervisor Comments and Recommendations OR  FORMCHECKBOX 
 N/A

	

	

	Signature and Title: __________________________________________                        Date:  ______________________________

	Medical Director Comments and Recommendations OR  FORMCHECKBOX 
 N/A:

	

	

	Signature and Title: __________________________________________                        Date:  _______________________________

	CPM I or Supervisor Comments and Recommendations:

	

	

	Signature and Title: __________________________________________                        Date:  _______________________________ 

	CPM II Comments and Recommendations:

	

	

	Signature and Title: __________________________________________                        Date:  _______________________________ 
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Attachment A: Incident Reporting Form
                                                                                     Not a Part of the Medical Record

Rev. July 12, 2013
PRIVILEDGED AND CONFIDENTIAL

