
	INCIDENT REPORT

	REPORT DATE

     
	REPORTING AGENCY

     
	REPORTING PROGRAM/ HOME

     

	INDIVIDUAL NAME:
     
	CASE NUMBER:
     
	REPORT TIME:
     

	
	
	

	WHEN DID YOU DISCOVER INCIDENT (Date & Time)
	WHEN DID IT HAPPEN (Date & Time)
	WHERE DID INCIDENT HAPPEN (Specific Location)

	     
	 FORMCHECKBOX 
AM
	 FORMCHECKBOX 
PM
	     
	 FORMCHECKBOX 
AM
	 FORMCHECKBOX 
PM
	     

	INDIVIDUAL(S) INVOLVED
     

	EMPLOYEE(S) INVOLVED AND/OR PRESENT

     

	EXPLAIN WHAT HAPPENED
     

	ACTION TAKEN BY STAFF
      

	REPORTING PERSON'S NAME & TITLE:
     
	REPORTING PERSON’S SIGNATURE:
     

	PHYSICAL INJURY APPARENT? YES:  FORMCHECKBOX 
  NO:   FORMCHECKBOX 

	DURATION OF PHYSICAL INTERVENTION (if used):     
	DATE: 

	

	REVIEW/COMMENTS FROM PRIMARY WORKER:

     

	ASSIGNED PRIMARY WORKER NAME: 

     
	SIGNATURE:
     
	DATE:
     

	
	
	

	CURRENT BEHAVIOR PLAN:

YES:  FORMCHECKBOX 
  NO:  FORMCHECKBOX 

	DATE OF DEBRIEF:

     
	PREVIOUS IR IN LAST 30 DAYS (Physical Management or Law Enforcement):

YES:   FORMCHECKBOX 
  NO:   FORMCHECKBOX 


	IF RELATED TO BEHAVIOR PROGRAM AND/OR P.I., REVIEW AND COMMENTS BY PSYCHOLOGIST:

     

	ASSIGNED PSYCHOLOGIST NAME (PRINT CLEARLY):

     
	SIGNATURE:
     
	DATE:
     

	
	
	

	IF INJURY, DESCRIPTION OF INJURY AND CARE/TREATMENT GIVEN BY PHYSICIAN OR R.N.:

     

	DATE & TIME CARE GIVEN
	EXTENT OF INJURY AT THIS TIME
	

	     
	 FORMCHECKBOX 
AM
	 FORMCHECKBOX 
PM
	 FORMCHECKBOX 
SERIOUS
	 FORMCHECKBOX 
NONSERIOUS
	

	IF SERIOUS INJURY: DATE & TIME DIRECTOR OR DESIGNEE NOTIFIED
	IF SERIOUS INJURY: DATE & TIME RIGHTS OFFICER NOTIFIED
	PHYSICIAN'S OR R.N. SIGNATURE:

     
	DATE:
     

	     
	 FORMCHECKBOX 
AM
	 FORMCHECKBOX 
PM
	                           FORMCHECKBOX 
AM
	 FORMCHECKBOX 
PM
	
	

	
	
	
	
	
	

	DESIGNATED SUPERVISOR (State program or administrative action to remedy and/or prevent reoccurrence of incident, including disciplinary action):

     

	NAME OF EMPLOYEE ASSIGNED TO CONSUMER AT TIME OF INCIDENT:
     
	DESIGNATED SUPERVISOR'S SIGNATURE:
     
	DATE:
     

	
	

	WITHIN 24 HOURS EMAIL OR FAX REPORT TO:
	INCIDENTREPORTS@HEALTHWEST.NET or (231) 724-3314

	C260 (Rev. 10/04/2022)

(Incident Report) (Rev. 10/04/2022)


HEALTHWEST








