	CONFIDENTIAL REPORT OF INCIDENT

DIVISION OF BEHAVIORAL HEALTHCARE SERVICES

	
	
	
	

	Organization:
	     
	Date and Time of Incident:
	     

	
	
	
	     


Mental Health:
 FORMCHECKBOX 
Group Home 

 FORMCHECKBOX 
CSP

 FORMCHECKBOX 
GOP


 FORMCHECKBOX 
Hospital Inpatient
 FORMCHECKBOX 
Hospital Emergency Department
Substance Abuse:
 FORMCHECKBOX 
Detoxification

 FORMCHECKBOX 
Residential




 FORMCHECKBOX 
Outpatient

 FORMCHECKBOX 
Opiate Treatment



 FORMCHECKBOX 
 Intensive OP

 FORMCHECKBOX 
 Women’s Day Treatment

Individual Involved:   FORMCHECKBOX 
Client

 FORMCHECKBOX 
 Staff

 FORMCHECKBOX 
Visitor

	Full Name AND MHSIP ID/CIS #:
	     

	
	
	
	

	Diagnosis:
	     
	Date of Birth:
	     

	
	
	
	

	Location of Incident (include address):
	     


Nature of Incident:




Entities Notified:
1.
 FORMCHECKBOX 
  Unexpected Death


1.  FORMCHECKBOX 
  Police - State/Local (Circle)

2.
 FORMCHECKBOX 
  Suicide


2.  FORMCHECKBOX 
  Fire Department
3.
 FORMCHECKBOX 
  Suicide Attempt


3.  FORMCHECKBOX 
  Rescue Squad (treatment related)

4.
 FORMCHECKBOX 
  Mistreatment


4.  FORMCHECKBOX 
  Physician

	     


5.
 FORMCHECKBOX 
  Assault/Battery


5.  FORMCHECKBOX 
  Other (specify)

6.
 FORMCHECKBOX 
  Client Abuse 





7.
 FORMCHECKBOX 
  Client Neglect






8.
 FORMCHECKBOX 
  Serious Injury




9.
 FORMCHECKBOX 
  Serious Medication Error



10.
 FORMCHECKBOX 
  Serious Medication Reaction
            

11.
 FORMCHECKBOX 
  Missing/ Diverted Medication

12.
 FORMCHECKBOX 
  Environmental Emergency/Serious Equipment Failure



13.
 FORMCHECKBOX 
  Major Theft




14.
 FORMCHECKBOX 
  Fire




15.
 FORMCHECKBOX 
  Elopement

16.
 FORMCHECKBOX 
  Finding of Serious Staff Misconduct
	     


17.  FORMCHECKBOX 
  Other (specify)  
Is follow-up necessary?


 FORMCHECKBOX 
  yes
    FORMCHECKBOX 
  no


If “Yes”, is an investigation underway?
 FORMCHECKBOX 
  yes
    FORMCHECKBOX 
  no

	     


If “Yes”, anticipated date of completion:  
Describe in a legible attachment the incident; initial findings; and preliminary actions taken. Include all pertinent data including the date on which the client last received services, provider name, the client’s mental/physical status at the time, and any risk assessment data collected as well as the type of services provided during the last 3-months of treatment.

	
	     
	     

	Signature of Person Reporting
	Date
	Contact Phone Number

	     
	     

	Print Name
	Title


Mailing address, submit within 48 hours:  MHRH/Division of Behavioral Healthcare  

 



       Barry Hall, 14 Harrington Rd.





       Cranston, RI  02920

     



       Attention:  IRC Committee

                                                                                             PRIOR TO FAXING, PLEASE CALL:  462-3291

	MHL 18 Revised  4/06, 5/06  Department Of Mental Health, Retardation and Hospitals


