ACCIDENT / INCIDENT REPORT

 FORMCHECKBOX 
  Employee
 FORMCHECKBOX 
 Client     FORMCHECKBOX 
  Other______________________   Date:  ________________  Time: _________











(of accident / incident)

	Name of Employee:


	Employee Number:

	Name of Client:
	Client Number:



	Address of Incident:




I.  Description of incident/injury (to be completed by person reporting accident/incident)

    Description of property involved: _____________________________________________________

____________________________________________________________________________________________________________________________________________________________

    Description of incident (why and how incident occurred, effect of incident, sequence of events, other pertinent information):  ____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Type of incident:

 FORMCHECKBOX 
  Client Injury


 FORMCHECKBOX 
 Care Plan not followed as ordered
            FORMCHECKBOX 
 Employee Injury      


Specify:____________________                                                                             Specify:_________________

 FORMCHECKBOX 
 Other Client Incident

 FORMCHECKBOX 
 Damage to Client Property

            FORMCHECKBOX 
 Employee Car Accident

 FORMCHECKBOX 
 Medication Reaction
              FORMCHECKBOX 
  Missing Client Property                                  FORMCHECKBOX 
 Employee Fall

                                                   Specify:________________

 FORMCHECKBOX 
  Medication Error

 FORMCHECKBOX 
 Employee Occupational                                 FORMCHECKBOX 
 Other Employee Incident


                          Exposure Type:____________                            FORMCHECKBOX 
 Suspected Equipment Failure

                       FORMCHECKBOX 
 Other:                                                                                            FORMCHECKBOX 
 Equipment Failure

II.  Notification of Individuals

	Individual Notified
	Name of Person
	Date of Notification
	Time Notified
	Person Notifying

	Physician
	
	
	
	

	Supervisor/Dept. Mgr.)
	
	
	
	

	Family (if applicable)
	
	
	
	

	CEO
	
	
	
	

	Executive Director
	
	
	
	

	Director of Marketing
	
	
	
	

	Human Resources
	
	
	
	

	Signature of Employee:
	Date:



	Signature of Person Completing Form:
	Date:     (reported)




ACCIDENT / INCIDENT REPORT

III. Outcome


Seen by Physician 
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Date of visit____________

Interventions Implemented:  ____________________________________________________________
________________________________________________________________________________________________________________________________________________

IV.  Investigation of accident / incident (to be completed by supervisor / department manager)


Description of accident/incident investigation including dates:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Disposition:        FORMCHECKBOX 
No harmful effects
 FORMCHECKBOX 
Now resolved
 FORMCHECKBOX 
Continuing treatment

 FORMCHECKBOX 
Client Satisfied
 FORMCHECKBOX 
Client                    FORMCHECKBOX 
Property repaired
             FORMCHECKBOX 
Incident unsubstantiated                          

                                        Dissatisfied
               /replaced

Actions that could have been taken to prevent accident/incident:

________________________________________________________________________________________________________________________________________________

Corrective Action Implemented?
 FORMCHECKBOX 
Yes    Date:___________  FORMCHECKBOX 
No Reason:___________________

____________________________________________________________________________________

Description of Corrective Action Taken:___________________________________________________

________________________________________________________________________________________________________________________________________________

Outcome of Corrective Action Taken:_______________________________________________

________________________________________________________________________________________________________________________________________________

V.  Final Disposition (to be completed by supervisor / department manager):__________________

____________________________________________________________________________________

____________________________________________________________________________________

Supervisor/ Dept. Mgr. Signature:___________________________________      Date:______________

TO BE COMPLETED BY PI DEPARTMENT

Date report reviewed:_______________

Further PI study/monitoring required:        FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Further PI Investigation required:
          FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
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