Fountain of Hope Family Services
CRITICAL INCIDENT REPORT

 *Complete & Render a Critical Incident Report to Corporate Compliance Officer within 24 hours of event *

Date:_____________________


Client Name: ____________________________

Time: ___________________


Therapist:  ______________________________

Persons present at time of incident/crisis:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Summary of incident/crisis

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Action taken:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Was 911 called?

               Yes

No


Was Director notified



Yes

No

Was medical attention needed


Yes

No

Recommendations for follow –up:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional comments:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________      _________________      _________________________      _________________

Therapist Signature

   Date


    Director Signature

       Date

*Complete & Render a Critical Incident Report to Corporate Compliance Officer within 24 hours of event *

Fountain of Hope Family Services
CONFIDENTIAL INCIDENT REPORT

Privileged and Confidential:  For the exclusive use by the Quality Assurance/Risk

Management Program and is confidential 

Facility: _______________________________________ Date:_____________  Time: __________ am /  pm 

Person Involved:  _____________________________________________   (  M  (  F  Age:______  




        Last


First
( Consumer   (  Visitor    (  Other:_______________________  Day (Circle):  Su   M   Tu  W  Th  F  Sa

Consumer #: ________________________       ( CHOOSE CORRECT CODE(S) IN EACH CATEGORY BELOW:
	( EVENT CODE (Select one):

( 01  Medication Error
( 02  AWOL/elopement
( 03  Incidents involving Injury
( 04  Violence or Aggression
( 05  Suicide/Self-inflicted injury

( 06  Communicable Disease

( 07  Infection Control

( 08  Vehicular Accident

( 09  Use or possession of weapon

( 10  Use or possession of 

            legal/illegal substances

( 11  Abuse/Neglect

( 12  Use of seclusion or restraint

( 13  Biohazardous accidents

( 14  Other sentinel events

( 99  Other: ____________________

 
	( LOCATION CODE (Select one):

( 01  Home of Consumer

            Specify which room:

            ________________________
( 02  RPG Office  Room: ________
( 03  Activity Off Site

( 04  Automobile
( 05  Outdoors – Facility Grounds

( 06  Outdoors – Non-Facility Area

( 99  Other: ___________________
	( INJURY CODES: 

(Select up to five)

( 01  None Apparent

( 02  Abrasion

( 03  Bruise

( 04  Skin Tear

( 05  Laceration / Cut

( 06  Burn

( 07  Fracture

( 08  Swelling

( 09  Strain / Sprain

( 99  Other: ___________________

 ______________________________
INDICATE LOCATION OF INJURY ON DIAGRAM:
     [image: image1.png]=



 [image: image2.png]




	( CONDITION (Prior to incident):

(Select one)

( 01  Oriented  ( 04  Disoriented

( 02  Calm        ( 05  Incontinent

( 03  Agitated   ( 06  Restrained 

( 07  Other: ____________________


	
	


TO BE COMPLETED BY ADMINISTRATION
	( CAUSE CODES (Select one):

(  01  Environmental Conditions                                                                    (  05  Consumer Non-compliance

(  02  Equipment Related                                                                                (  06  Improper Procedure

(  03  Consumer Health / Mental Status                                                        (  07  Unknown

(  04  Other Consumer                                                                                     (  99  Other:______________________



	( FOLLOW-UP CODES (Select up to three):

(  01  Ongoing Investigation

(  02  Staff Education  

(  03  Consumer Education

(  04  Family Education

(  05  First-Aid 

(  06  Transfer to Acute Hospital – Medically Related

(  07  Transfer to Acute Hospital – Psychiatric Related

(  08  Medical Treatment Ordered

(  09  Physical Plant Modification

(  10  Policy and Procedure Review

(  11  Adaptive Equipment Needed

(  12  Referral to CQI / QA Committee

(  13  Other:___________________________________

(  14  Resolved / No Action Required


	SPECIFIC DETAILS: ____________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

	Current Disposition of Consumer:   ( In-house   ( Other location (specify): ____________________________________

(  Police / Law enforcement Notification: _______________________ Police Report reference #:  _______________

(  Outside Agency Notification (specify): ______________________________________________________________




__________________________________________________________
             ______________________
DIRECTOR OF PROGRAMS & OPERATIONS (signature)


DATE

______________________________________________________
DIRECTOR OF PROGRAMS & OPERATIONS (print name)


___________________________________________________________
______________________
EXECUTIVE DIRECTOR (signature)




DATE

___________________________________________________________
EXECUTIVE DIRECTOR (print name)
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