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 Incident Report
To be completed by staff within 12 hours of incident/accident (Complete All Sections)
	
 Client’s Name (Last)
(First)
	 Address

	
	


	Name of Person/ Caregiver Involved   (If Not Client)
	 Address
	 Phone

	
	
	

	 Occurrence Location (i.e.: bathroom, dining room,  etc.)
	 Date reported/discovered
	 Occurrence Time

	
	 
	_________ AM   FORMCHECKBOX 
  PM    FORMCHECKBOX 
 

	
 Witness Name(s) (Last)
(First)
(Title)

	______________________________
______________________________

 FORMCHECKBOX 
  Not Witnessed
	_______________________________

_______________________________
	______________________________

______________________________

	
 Summary of Occurrence (Check All that Apply and Include Brief Description below)

	 FORMCHECKBOX 
 Alleged Fall
           FORMCHECKBOX 
 Witnessed Fall

 FORMCHECKBOX 
 Client to Client
 FORMCHECKBOX 
 Client to Staff                                 FORMCHECKBOX 
 Aggressive Behavior

 FORMCHECKBOX 
 Attempted Elopement


	 FORMCHECKBOX 
 Missing Property

 FORMCHECKBOX 
 Medical Emergency

 FORMCHECKBOX 
 Medication Error
 FORMCHECKBOX 
 Skin Injury
 FORMCHECKBOX 
 Change in Behavior
 FORMCHECKBOX 
 Elopement

	 FORMCHECKBOX 
 Missing Person

 FORMCHECKBOX 
 Death

 FORMCHECKBOX 
 Disaster/Evacuation

 FORMCHECKBOX 
 Fire in Unit

 FORMCHECKBOX 
 Other: ______________________

	 What Happened? (Give a brief description – State only the facts of what you saw; heard or were told. Do not state an opinion.) Include any physical items that were involved, i.e. walker, wheelchair, table, etc.

	

	 Immediate Action Taken (Check All that Apply and Include Summary Below)

	IL and AL Clients
	Additional Information for Assisted Living

	 FORMCHECKBOX 

First Aid Given
 FORMCHECKBOX 

CPR Started

 FORMCHECKBOX 

911 Called

 FORMCHECKBOX 

Transported to: 
_________________ (Hospital Name)

 FORMCHECKBOX 

Family (DPOA) notified: Name: ________________ 
 FORMCHECKBOX 

Apartment Secured/locked 
 FORMCHECKBOX 

Maintenance/Housekeeping/Other Notified 

 FORMCHECKBOX 

Director /Manager(On-Call) Notified (Identify):
 FORMCHECKBOX 
   ED/CHD Notified Identify: _______________________
 FORMCHECKBOX 
  Vital Signs      T____ P ______ R______ BP_________


	 FORMCHECKBOX 

Notified Licensed Nurse
 FORMCHECKBOX 

Notified Physician/ARNP/PA

 FORMCHECKBOX 

DSHS Hotline Called: Date _______ Time _______  (If appropriate)

Documentation Completed:

 FORMCHECKBOX 

Nursing Notes/Communications Log/Alert Charting


	 SUMMARY AND RESULT OF ACTION TAKEN (Attach Additional Sheet, If Necessary)

	Click here to enter text.


	    Report Preparer (Last)
(First)
(Title)
	(Date)

	


FORWARD THIS REPORT TO YOUR SUPERVISOR IMMEDIATELY
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 Investigation Report 
To be completed by the Nurse or Supervisor (Complete All Sections)
	
 Client Name (Last)
(First)
	                       Address
	

	
	

	  Name of Person Involved (If Not Client)
	 Address
	 Phone

	
	
	

	 Occurrence Location (I.E: bathroom, dining room etc.)
	 Date reported/discovered
	 Occurrence Time

	
	
	_________ AM   FORMCHECKBOX 
  PM    FORMCHECKBOX 
 

	
 Witness Name(s) (Last)
(First)
(Title)

	_______________________________

_______________________________

 FORMCHECKBOX 
  Not Witnessed              
	_______________________________
__________________________ 
	___________________________

___________________________



	Description of event (Include investigation of probable cause of occurrence; a review of past similar events;

current plan of care, review past interventions attempted, interview staff/witness involved etc.

	

	
Type of Injury (if applicable):
 FORMCHECKBOX 

No Injury Noted
 FORMCHECKBOX 

Abrasions, scrapes
 FORMCHECKBOX 

Lacerations, cuts
 FORMCHECKBOX 

Bruising  (minor)
 FORMCHECKBOX 

Bruising (deep or large area)
 FORMCHECKBOX 

Fracture

                                                       
	 FORMCHECKBOX 

Injury to areas not vulnerable to trauma (face, neck, back, chest, groin, breasts)
  
 FORMCHECKBOX 

Burn
 FORMCHECKBOX 

Laceration, cuts (deep, requiring stitches)
 FORMCHECKBOX 
  Psychological Harm       


	Findings (Check All that Apply):

 FORMCHECKBOX 

Injury of Unknown origin/cause (Report to DSHS)                         FORMCHECKBOX 
   Allegation of Abuse (Report to DSHS)

 FORMCHECKBOX 

Origin of injury established
                                                FORMCHECKBOX 
   Allegation of Neglect  (Report to DSHS)
 
	 FORMCHECKBOX 

Reasonably related to condition                                                     FORMCHECKBOX 
   Allegation of Misappropriation of Funds or Property/Exploitation (Report to DSHS) 

 FORMCHECKBOX 
   Allegation of Abandonment (Report to DSHS)

	Preventive Action Taken (Check All that Apply):

	 FORMCHECKBOX 
  Adaptive Equipment
 FORMCHECKBOX 
  Alert Appropriate Staff (Food Service, Laundry)

 FORMCHECKBOX 
  Behavior Plan
 FORMCHECKBOX 
  Change in Client Plan of Care
 FORMCHECKBOX 
  Environmental Adjustment
	 FORMCHECKBOX 
  Medical Referral
 FORMCHECKBOX 
  Medical Treatment
 FORMCHECKBOX 
  Psychosocial Referral
 FORMCHECKBOX 
  Client/Family Education
	 FORMCHECKBOX 
  Safety Checks

 FORMCHECKBOX 
  Staff Counseling
 FORMCHECKBOX 
  Staff Education
 FORMCHECKBOX 
  Therapy Referral

 FORMCHECKBOX 
  Other _________________

	Describe Action Taken

	

	Completed By  (Last Name)
(First Name )
(Title)
	(Date)
	(Time)

	
	
	


 FORMCHECKBOX 

Entered Into Incident Report Database By:




_
       
______

                                  Name                                                                Title                                                 Date


