Incident Report - Fillable Form
Date/Time of Incident:
____________________________________________________________________________________________________

Client(s) Involved (First name and Last initial ONLY, or MR# ONLY):
____________________________________________________________________________________________________

Was this witnessed or reported?:
☐ Witnessed Incident
☐ Reported to You
Location of Incident:
____________________________________________________________________________________________________

Reporter (Person Completing Report):
____________________________________________________________________________________________________

State:
____________________________________________________________________________________________________

Incident Type:

☐ AMA
☐ AMA was unavoidable
☐ Access to Phone
☐ Negative Influences
☐ Anger/Resentment towards recovery
☐ Apathy towards Treatment
☐ Felt Admissions "misled them"
☐ Complaints about Quality of Care
☐ Complaints about Facility
☐ Complaints about MD/Psych
☐ Complaints about Medication(s)
☐ Complaints about Nursing
☐ Complaints about Other Clients
☐ Complaints about Therapist
☐ Complaints about Case Manager
☐ Complaints (General/Other)
☐ Cravings
☐ Denies needing Treatment
☐ Emotional/Mental Relapse
☐ Family Issues/Family Sabotage
☐ Client is Anxious, Worried, Confused
☐ Financial Reasons
☐ Peer Pressure to leave
☐ Sleep Issues/Complaints about Sleep
☐ Overconfidence
☐ Poor Discharge Planning
☐ Poor Treatment Planning
☐ Unrealistic Expectations of Treatment
☐ Work/FMLA Issues

☐ AMA Block
☐ Internal Incident
☐ Administrative Discharge
☐ Alcohol/Drugs on property
☐ Alcohol/Drug Use Event
☐ Altercation - Physical
☐ Altercation - Verbal
☐ Attempted Elopement
☐ HIPAA Violation
☐ Medical Issue (911)
☐ Slip/Fall
☐ Violence against an Employee
☐ Other

☐ Reportable (State/Accrediting Body)
☐ Abduction of Client
☐ Abuse of Client
☐ Administrative Discharge
☐ Bomb/Biological Threat
☐ Death on premises
☐ Death off premises
☐ Client death (30 days after discharge)
☐ Confidentiality/PHI Breach
☐ Elopement (missing client)
☐ Employee Arrest
☐ Employee Misconduct with client
☐ Event that may bring Media attention
☐ Fire or Disaster: Interruption to Services
☐ Hostage / riot situation
☐ Overdose
☐ Physical Hold on Minor
☐ Reportable a Communicable Disease (Positive Lab)
☐ Restraint/Seclusion Event
☐ Security Breach
☐ Sexual Abuse/Assault of a Client
☐ Significant injury (resulting in 911)
☐ Significant Theft, Vandalism, Fire, Sabotage, or Destruction
☐ Suicide Attempt
☐ Violent Interaction/Outbreak (resulting in hospitalization)

☐ Medication Incident
☐ Medication Error Type
☐ Compliance Error
☐ Deteriorated Drug Error
☐ Dosage Form Error
☐ Dose Error
☐ Drug Preparation Error
☐ Error with Order
☐ Monitoring Error
☐ Omission Error
☐ Other Medication Error
☐ Route of Administration Error
☐ Wrong Patient
☐ Wrong Time Error
☐ Medication Refusal
☐ Adverse Drug Event 

☐ Higher Level Transfer

☐ Psychiatric
☐ Medical
☐ Relapse
☐ No longer meets criteria for our facility
☐ Other

Did this Incident occur because of bias or inequity?:
☐ Yes
☐ No
☐ Not sure
Incident Narrative:
What event(s) led up to the incident?:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Staff Actions / Policy and Procedure for Problem:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Was the individual transported to the hospital?:
☐ Yes
☐ No
Was Fire/EMS Involved?:
☐ Yes
☐ No
Was Police Department Involved?:
☐ Yes
☐ No
Number of Witnesses:
____________________________________________________________________________________________________

Date Statement Attained:
____________________________________________________________________________________________________

Witness Name:
____________________________________________________________________________________________________

Witness Type:
☐ Client
☐ Contractor
☐ Staff
Witness Statement:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Drug(s) of Choice:
____________________________________________________________________________________________________

Signature of person completing report:
____________________________________________________________________________________________________

Date of report:
____________________________________________________________________________________________________


Root Cause Analysis and Supervisory Review 
Supervisor Name:
____________________________________________________________________________________________________

Did this incident affect operations?:
☐ Yes
☐ No
☐ Unsure
☐ N/A
Was this incident reported to the state?:
☐ Yes
☐ No
☐ Unsure
☐ N/A
Root Cause:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Containment & Prevention Actions:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Supervisor Comments:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Employee Response Rating:
☐ Excellent
☐ Very Good
☐ Good
☐ Fair
☐ Poor
Corrective Action Plan (CAP) Needed?:
☐ Yes
☐ No

Supervisor Signature:
____________________________________________________________________________________________________
Date of Review:
____________________________________________________________________________________________________
