[image: ]Home and Community Based Services-Adult Mental Health (HCBS-AMH)
Critical Incident Reporting Form

	Form Type:  ☐  Initial        ☐  Outcome

	Individual Name (last, first, mi): Click here to enter text.


	CARE ID Number: Click here to enter text.
 
	CMBHS ID: Click here to enter text.
 

	Date of Birth: Click here to enter text.

	County of Service: Click here to enter text.
 

	Legally Authorized Representative Name: (last, first, mi) Click here to enter text.




Please complete for all known critical incidents.  To be completed within 72 hours of notification of an incident.
	Type of Incident:
☐Destruction or damage of property					☐ Eviction from Primary Residence
☐ Self-abuse								☐ Death
☐ Restraint								☐ Medication Error
☐ Abuse, Neglect or Exploitation					☐ Discharge from Hospital	
☐ Allegation against Client Rights					☐ Participant Departure *
☐ Extended Nursing Home Placement					☐ Contraband (i.e. weapons, drugs)
☐ Physical abuse or verbal threats of staff or other members                    ☐ DFPS ANE Final Investigative Report
☐ Legal/Justice System involvement (complete justice system field below if applicable)
☐ Behavioral or Psychiatric Emergency (complete hospitalization field below if applicable)
☐ Injury/Medical Emergency (complete hospitalization field below if applicable)



	Other Persons involved in incident:         S=Staff   V=Victim   W=Witness  O=Other
	

	S-V-W-O
	Last Name
	First Name

	Click here to enter text.
Click here to enter text.
Click here to enter text.
Click here to enter text.
	Click here to enter text.
Click here to enter text.
Click here to enter text.
Click here to enter text.
	Click here to enter text.
Click here to enter text.
Click here to enter text.
Click here to enter text.



	Date of Incident:  Click here to enter text.                                      Time of Incident: Click here to enter text.

Location of Incident: Click here to enter text. 

Provide a brief description of incident (who, what, when, where; also include the date and time that provider was notified of incident):  
Click here to enter text.



	* If individual is unable to be located for a period of 72 hours, Recovery Manager is to file a missing persons report with local law enforcement.

	Immediate Action Taken: (Provider response to the incident): Click here to enter text.











	Hospitalization:    ☐ psychiatric     ☐ medical
Admission Date: Click here to enter text.                                   Discharge Date: Click here to enter text. 

Provide a brief description of event, treatment plan, and discharge plan:  Click here to enter text.



	Justice System: 
Entered Date:   Click here to enter text.                                   Discharge Date: Click here to enter text.  
Reason: Click here to enter text.  




	
	Outcome Summary (Please note: For updated Critical Incident information, please include the date and time you received the updated information in the summary) Click here to enter text.
 



	Signature of Staff Completing Form:
 
[bookmark: _GoBack]Name:                                                                                            Date:  
					       	  	            
Printed Name:	Click here to enter text.	
Agency:  Click here to enter text.			
Phone Number:  Click here to enter text.	
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