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(Preparation: To expedite the reporting process and\
avoid timing out of the System, make sure you have
all of the necessary and required information ready
before you start. Note, sample forms as they appear
in the System, which identify required fields, are
roated at the end of these instructions. Y,

Because the On-Line Incident Reporting System is web-based, Microsoft
limits the time a session can be open on the web server. Thus, the time an
entry user has to report an incident through the System is also limited. That
time is 15-20 minutes. You will be given notice with a Countdown Timer
and Reset option when that time is about to expire, which will appear as
follows:

Countdown Timer & Reset

(1) If the reporting session is open for 15 minutes without any activity, a
message and timer will pop up on the screen, along with a sound chime, giving
the user notification that the session will expire in 5 minutes. This pop up
message will give you the option to “Reset” the session within the 5 minute
time frame. If “Reset” is selected, the pop up will close and the session will
run for another 15 minutes. The user can continue resetting the session until
the report is submitted.

’;ﬂ; hktp: f v, nd, goveriskfriskyision ) applicationf/sond/RMIS/Incidents PoplpLogoutiyarning . asp

Your session for RMIS will expire in |1 123
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(2) If “Reset” is NOT selected, a message will pop up explaining that your
session expired and you will need to start the reporting session from the

beginning.
irred and description of location (building, strest, city, highway, mile, marker, atc.)
;trE'Et #-I-I-nrr e ] e (= TX PN Fim
Windows Internet Explorer

! ‘: Yfour session has expired dug ko 15 minutes with no ackivity, Please click OF to start over,
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How To Start

» Go to Risk Management’s website home page at:
www.nd.gov/risk

> Click on the Online Incident Reporting link.

ﬂNo}th Dakota
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Welcome)
The Risk Man)|

bgement Division was established in 1995 to implement a program to address the State's exposures to tort liability
claims and la

suits due to the loss of sovereign immunity.
Subsequently
program for t
account. The
Budget.

in an effort to save premium dollars through a deductible program, and to establish a cross agency return-to-work
e state of North Dakota, the 2001 Legislature directed the establishment of a single workers compensation state
dministration of that program was assigned to the Risk Management Division of the Office of Management and

We hope you §nd our new site to be an easy-to-use resource. If you do not find what you are looking for, please contact us with
any questionsfyou may have about risk management issues
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ation click here.
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Coming Soon

Newsletter System

Accident Review Board Proposed Administrative Rules-September 26th, 2011 at 10:00 am, Fort Totten Room, State Capitol Building.

Risk Management Seminar
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|Training Management system

Online Training Management

Tag Anderson, Director

» Then go to Click Here to Report An Incident.

" STATE OF NORTH DAKOTA
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Click Here to Report an Incident
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» You will get a message about the Pop-up Blocker as follows:

s B
Message from webpage ﬁ

e

The RiskVision RMIS requires that pop-up blocking be
® . deactivated or configured to allow pop-ups from this address.

» The Pop-up Blocker on your computer MUST BE deactivated: Go to (1)
Tools, (2) Pop-up Blocker, and (3) Turn Off Pop-up Blocker.

Map ~ o AutcRill e Sendko- () Settings—
/ Za v Bl - e - o sPage | TaoEewY
\

Delete Browsing History. .. -

Turn Off Pop-up B 3 I

Poms<yp Elocker Settings o
whork SFFline
windowes Updake
Full Screen F11

Sear: w [Menu Bar
Toolbars 3
windows Messenger
Opportunities Sun Java Console
e Diagram Instructions Inkernet Options

» You will get a list and the descriptions of the three different incident
reports — click on the report you need to complete based upon the
descriptions.

Incident Reports Online
State of North Dakota Risk Management Information Reporting System

Please review the description and select a form from the list below. Only one form per incident is necessary.

All incidents may be an EXEMPT RECORD (Contact the Risk Management Division)
DETAILED INSTRUCTIONS ARE AVAILABLE HERE.
INTERNET EXPLORER BROWSER MUST BE USED OR YOU COULD ENCOUNTER PROBLEMS.

SFN 50508 — Incident Report

This form is used to report incidents involving alleged injuries (to non-employees and employees) OR property
damage of any type which occurred at any location/building/property owned or managed by the State or that
involved actions by State employee(s) that caused the alleged injury or property damage.

Use this form to make the first report of an employee’s injuries to Risk Management Workers Compensation.

SFN 51301 — Motor Vehicle Report

This form is used to report incidents involving any type of wehicle owned or driven by the State or State
employees (including permitted drivers) and it may also include causing injuries to individuals or damage to
property that is not owned/managed or leased by the State when a State owned vehicle is involved.

SFN 53601 — Medical Services Incident Report

This form is NOT for reporting vehicle accidents or emplovee injuries (workers
to report incidents involving any medical treatment or services provided by State employees or any injury toc a
third party at a State owned or managed medical facility (i.e. Human Service Centers, State Hospital,
Developmental Center, Veteran's Home, or clinics).

compensation). This form is used

LOG OUT




» Type in the information about the person submitting the report — ALL
fields on this screen are required (identified with a red triangle).
_~

SFN 50508 — Incident R<—port

PLEASMDE THE FOLLOWING INFORMATION ABOUT YOURSELF:

< M Required fizsld -;
First Name || ‘l

Last Name | ‘l
Job Title |
Telephone Number i|

E-mail address

Ll 4

Confirm E-mail address

Department ~

-

Continue Clear
/ [eack | Forvard |

» Click Continue when all fields are completed.

» Fill out the necessary information on the first screen. Any field that has a
red triangle is a required field. If the Time of Incident is unknown or
cannot be determined type in “??” and then choose either AM or PM.

» The Department/Agency Where Incident Occurred may differ from
the Department identified in the box above; i.e. a Dept. of Human
Services employee witnesses an incident that occurred at the Capitol,

therefore the ‘Agency Where Incident Occurred’ is OMB Facility
Management.

» Select Claim Form Requested if the other party indicates that he/she

will be looking for compensation/reimbursement for the incident, then
select Yes.

| Depr=Fiment/ Agency Where Incident Omﬂ\iclaim Form Rqusted Destruction Hold Notice
g h

Incident Type
I 1104-RISK MANAGEMENT DIVISIOMN ;I YES |8 INO 'I IGENERAL 'I‘

—————
Date of TN — = of Incident
pi/ispo0s N [uesbar | Wiz N [am =]

Address where incident occurred and description of location (building, strest, city, highway, mile, marker, etc.)

Street Address 1 Street Address 2 City State Zip
[1600 EAST CENTURY AVE W [SULTE 4 | [BIsmarck N [no =] [s8503 =

Location Description

|NORTH EMTRAMCE OF WSI BUILDIMNG ‘ﬂ

Weather Conditions I SMHOW "I

Description of incident (be specific):
a. What happened? (limited to 1000 characters)
VISITOR SLIPPED AMD FELL E

b. How did it happen? (limited te 200 charscters)
VISITOR SLIPPED AMD FELL IN SMOW COVERED PARKING LOT ~

¢
i
E{r 1

>
———] Py \—|—i1nn

» Click Continue after filling in ALL the required fields.
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> You will get the following message to “Please enter a value” if any of the
required fields were missed and are not completed. The particular field
will be highlighted in yellow and must be filled in before you can continue
to the next screen.

Windows Internet Explorer = | I

cters ]
! "_n., Please enter a wvalue ~_—]
I -
scters)
3 PARKING LOT ~_-]

» Fill out the necessary information on the second screen. Remember, any
field that has a red triangle is a required field. The information that you
typed in the first screen will carry over into the second screen.

» When finished entering information about the (a) Injured/Involved
Participant (blue section), (b) Property Owner (green 1
section) and/or (c¢) Witness (red section), you MUST click on |&J
the stamp/save icon on the left side to save each section. AV

» Either the Injured/Involved Participant (blue) and/or Property
Owner (green) must be filled out or the form will not submit. However,
both sections do not need to be completed to submit.

» If you need to add more than one individual into these sections, click on

the (a) i'.] add injured/involved, (b) '_|'J add owner, or (¢) i.] add
witness. This option eliminates re-entry of the same incident if multiple
parties are involved. It is located at the top of each the blue, green, and
red section.

» Note that any phone numbers entered must be in the following format:
000-000-0000



2 |

EXAMPLE showing stamp/save icon Z3Y¥E and add icon L.

(]

ADD INJURED/
INVOLVED

(2 Primary Bedily Injury Last Name First Name M.I. Date of Birth Sex Individual Status WC Claim Filed?

Street Address 1 Street Address 2 ity State  Zip Phone #
\ Al | [ Y - Y

Describe Injury Request ic Evaluation

STAMP/SAVE ICON

I =cd ovmer
I ROPERTY OWNER

7| Primary Property Damage Owner'slastName First Name M.I.

e - - [ h Al

Owner's Street Address1  Street Address 2 ity State  Zip Phone #

\ Al | [ Y - 3 [ |

What was damaged? Where can damaged property be seen? State property damaged?
\ 3 [ | -

» You will get the following message if (a) you do not enter an
injured/involved participant or property owner and/or (b) you do not
select the stamp/save icon, even if information has been entered.

ven initiated? IYES j

El= 1| Windows Internet Explorer x|

NME
' ': AT LEAST OME INJURED PARTICIPANT OR PROPERTY CWMER MUST BE ADDED BEFORE YOU CaM COMTIMUE,
L

YES

ste

-

> If you get the message above and you do not correct the error, the report
will not submit properly and you will need to re-enter the incident.

» If you need to make any changes after saving the information, you can

either click on the pencil icon _J to edit data or the eraser icon |3 to
delete data.



)

EXAMPLE showing pencil l.-"?-l and eraser icon
saved with the stamp/save icon.

&

¢ Note that the fields appear different after the

PENCIL ICON

stamp/save icon saves the information.

which show up after the data is

[f] add injured

THILURED PARTICIPA

|3 Primary Bodily Injury Last Name First Name M.I. Date of Birth Sax Individual Status WC Claim Filed?
HELLER N penpe N EMPLOYEE
2 . _
Strest Address 1 Street Address 2 City State Zip Phone #
111 MAIN ST BISMARCK A oo N
Describe Injury Request Et E
ERASER ICON  feracripe aie
EXAMPLES of the following screens:
e
() essmtestagpe frmweesy iy
e i e o

city
] [Ersmarck [Fo1-000-0060

[no | [seso0s ]

poox

o P in effect that relate to this incident.
[WST'S SMOW AND ICE REMOVAL PROCEDURES

4
T

wWara and p

> [ves =1
List all causes of incident (

[CONTINUING SMOW FALLING GVER SEVERAL HOURS

A
Mg

Has corrective action been initiated? [YES =]
If yes, what corrective action is being taken? If no, when will corrective action be taken?
[NOTIFIED FACILITY PERSONNEL OF THE INCIDENT AMD THEY WILL IMPLEMENT FURTHER SNOW AND ICE REMOVAL

A
T

eFFoRTS
Work Order Submitted [¥e5 =]
What safety aining could have preven ted this injury?
[SHOVELING; 1CE MELT. ~=
=
| =

1

I e

| P

Comments

Report Prepared By (Name of State Employee] Title Phone #

[xxx h| Poxx N [rot-o00-0000 \3f18f2006 h|
Agency Risk Management Contact Phone # Date

Joo

| [Fot-ooo-oooo | D

Date Submitted to Risk Management Date Submitted to Loss Control Date Reviewed by Loss Control

= os ]

Cancel

[T e A (%

D

» When you are finished entering in the information, click SUBMIT.

If any

of the required fields are missing, they will be highlighted in yellow and
must be filled in before you will be able to submit the incident report.



» If you receive the following message all the data you have entered could
possibly be lost. If you press “OK” all the data you have entered WILL be
lost. If you press “Cancel” it will take you back to the current page.

Windows Internet Explorer

I-. Are you sure you want to navigate away from this page?
Fields in yellow have been changed. If you continue by clicking "OK",
these values will be lost!

Dress OK to continue, or Cancel to stay on the current page.

» The next screen allows you to attach documents/pictures and submit
them with the incident report.

Would you like to attach any files/diagrams to this incident? Yes | Mo |

> To attachmails, diagrams, pictures, etc. you will need to

select Yes.

» The first option available is to prepare a Vehicle Diagram. If that
applies to your incident/accident, then complete the diagram. Separate
instructions for the vehicle diagram feature are at Vehicle Diagram
Instructions.




EXAMPLE of Vehicle Diagram pages.

o 0 ) Ly

AU LSIEEING LA 1200 AN UGS 3k

DIAGRAN OF THE INCIDENT

Choose the number of vehicles, select a street layout then click NEXT.

@ 1vehide {7 2Vehicles ¢ 3 Vehicles

Refzrencig vour diagram sbove, plezse 2xplain dzarly haw che colison ocLrred:

I

Cikhereto sbritteseenes, | SUaMT

Instructions for the diagram area aboves Ycu il sez two czrs for ezch of the vekiclzs yau selected or the antry pegz. The e car il be moved and orerted 0
incicate the starting posizion far te ircidert, and tre rch: car il be oved ard orierted -2 show the ending postian, To mavz te cars anc other chjects, move the

ESCARATS = rouse pairter over the mage and ld dawn the e mouse button, T1e vth the mouse buttan prassec anc hekd, movz your mouse to dreg tha chject wnerever vou want
ool 12gram Aot the cars, by crien to nerth, anc to e numbere pons with descritve cormerts alonc the cas pats, lice enthe contrele zbave:
e ] s ] ]

To 2" Page

select “Do Not Add Diagram”.

» The next screens are identified by @ and ®, which will take you through
the steps to “Add a File”, locate it (“Browse”), and “Attach” it.

1=y
2008-11 27-001(1) /
[ Create a New Fol

MNew Folder Name:
] [ AddFoider |

File Attachments for File No: 2008-1088627* 001

File Name

Description Type Date Created E-Mail Delete
Incident-SFN50508-1088627.pdf GL INCIDENT REPORT

7/2/2008 1:45:25 PM =

/= Attach a File to File No: 2008-1088627*001 - Windo... [ [51 F5|

25 hebp: v nd. gov/risk/riskwisionapplicationisondiattachments uple. =
Salact 2 fils to attach: —
I Browse.

Enter = Description:

Entsr = Type:
[Tt File =

= folder for the file:

Salect
[Sooe-108se27-002 =]
T [ nesmet [Fei00% =~

10



» After attaching files or choosing not to, the next screen will confirm that
the report was submitted successfully. You also have the option to
submit another report without entering the user’s contact information
again.

INCIDENT REPORT COMPLETE

Ta: DAWM MOEM : DMMOEN@ND.GOW

From: info@riskvision.com

Subject: Incident Reference Mumber: 2008-1088490*001

You have submitted a SFM SO0S508 — Risk Management Fund Incident

Report to the RislWision Risk Management Information System.

Your Incident Report was submitted on: Tuesday, July 01, 2008
and your Incident Reference Number is: 200008-1 083490+ 001

For assistance, you may e-mail Dawn Moen at the ND Risk
Management Division at DMMOEN@ND.GOW or call 701-328-7584.

If vou hawve any amendments to the incident report, please contact
your department’s riskk manager.

A copy of this email has also been sent to your Risk Management
contact.

Thank you.

Risk Technologies, Inc.

m

» The entry user will get an email confirming that he/she has submitted the
incident report.

Extra line breaks in this message were removed.
From: Moen, Dawn M. Sent: Tue 7/1/2008 4:15 PM
To: Ableidinger, Vicki R.
L]
Subject: Incident Reference Number: 2008-1085490%001

]k &G0

From: New RMIS Inddent Report [mailtcdinfo@rishvision.com]

Sent: Tuesday, July 01, 2008 4:15 PM

To: Moen, Dawn M.

Subject: Incident Reference Number: 2008-1088490*001

You have submitted a SFN 50508 — Risk Management Fund Incident Report to the RiskVision Risk Management Information System.
Your Incident Report was submitted on: Tuesday, July 01, 2008 and your Incident Reference Number is: 2008-10884907001

For assistance, you may e-mail Dawn Moen at the ND Risk Management Division ot DMMOEN@ND.GOV or call 701-328-7584.

If you have any amendments to the incdent report, please contad your department’s risk manager.

A copy of this email has ako been sent to your Rish Management contact.

Thank vou.

Risk Technologies, Inc.

» After Risk Management has reviewed the incident report, the entity’s Risk
Management or Workers Compensation contact will also receive an email
with a PDF attachment.

» If the incident is a Motor Vehicle Accident Report (SFN 51301) the shop

foreman or DOT contact at the Vehicle Dispatch Office or DOT Repair
Location that was selected will receive a copy of the accident report.

11



» The incident report can be reviewed and copied by opening the attached

PDF file from the email. However, the copy should be shredded once it
appears on the entity’s loss run report.

Fram: Moen, Dawn M. Sent: Wed 7/2/2008 8:13 AM
To: Ableidinger, Vicki R.

Cc
Subject: New SFN50508 Report

| Message | L Incident-SFNS0508-1088473 pdf (127 KB}

1+ 40

"New RMIS Incident Report" <RMIS Incident@nd.gov> 7/1/2008 3:55 PM

[Name] has submitted a SFN 50508 — Risk Management Fund Incident Report to the RiskVision Risk Management Information System.
The Incident Report was submitted on: 7/1/2008 1:55:16 PM and the Incident Reference Number is: 2008-1088473*001

For assistance, you may e-mail Dawn Moen ot the ND Risk Management Division ot DMMOEN@ND.GOV or call 701-328-7584.

A copy of this email has also been sent to the entry user for this Incident.

Thank you.

Risk Technologies

The sample forms on the following pages are composite screen
shots showing all of the sections of the fields requesting
information in the System. These on-line forms will appear

different than the paper forms you are familiar with (SFN
50508). However, when you have successfully completed this
process, the System will automatically process the information
entered into the fields and generate the report form exactly like
the paper form, which will be sent by email to the Risk
Management or Workers Compensation Contact.

12




SFN 08 Risk Management Fund Incident Report
Department,/ Agency Where Incident Dccurred claim Form Requested Destruction Hold Notice Incident Type
10010-3TATE BOARD OF MEDICAL ExAMIMNERS v [N MO - GEMNERAL ~

Date of Incident Day of Weel of Incident

|':]|9;13;2011 N [TuUEsSDAY aM v

Address where incident occurred and description of location (building, street, city, highway, mile, marker, etc ]
Street Address 1 Street Address 2 City State Zip

DEMO DEMO MO % | [D0000
= |

Location Description
|DEMO N

Weather Conditions | OTHER | |[DEMO

Description of incident (be specific):
a. What happened? (limited to 1000 charactars)
CEMD N

b. Hovr did it happen? (imited to 200 characters )
CEMD N

[+] =dd injured/inuelued

IMJUREDY T JED PARTICIPAMNT
Pramary Bodily Injury Last Name First Name M.I. Date of Birth Age Sax Individual Status WC Claim Filed? Phone #
< NC NI 0 v TS
Sheet Address 1 Stheet Address 2 City State Zip
b | N [wo v |
Province Counby Postal Code
[ | |UMITED STATES
Describe Injury q g nic Ev. 5
[ -
[+] =dd owr=r
O MER
Primary Property Damage Owner's Last Name First Name  M.I. Phone #
v v [ b ~ |
Dwner's Shreet Address 1 Street Address 2 City State Zip
h | N (Mo v |
Province Country Postal Code
| |uUMITED STATES
What was damaged? WWhere can damaged property be seen? State property damaged?
i | v

[+] add witnes=
W ITHE

Withess Last Name First Name M._X.
save | ‘l
Street Address 1 Street Address 2 State Zip Phone #
MO v | [
Describe policies and procedures in effect that relate to this incident.
N
Were policies and procedures followed? v
List all causes of incident (equipment, procedure, environment, behavior)
-

Has comective action been initiated? A
If yes, what corrective action is being taken? If no, when will comrective action be taken?

-
Work Order Submitted hd
What safety i nt/training could have prevented this injury?

-
Comments
Report Prepared By (Marme of State Employes) Tide Phone # Date
[ h| [ /| N [Bitzizor N
Agency Risk Manag Contact Phone # Date

| | | | 1 |

Date Submitted to Risk Management Date Submitted to Loss Control Date Reviewed by Loss Control

et




SFN 5130 Risk Management Fund Motor Yehicle Report

gency where Inci o claim Form Requested Destruction Hold Notice
10010-5TATE BOARD OF MEDICAL EXAMINERS ~[N (o | -
. [agency vame District/ Division Phone #
= [t0010-5TATE BOARD OF MEDICAL EXAMINER | 1 [ |
B |steet Address 1 Street Address 2 City State Zip
= ] [ J e v ]
g [Rate of Accident Day of Week Hour
™
E | |fonrzon N [saTuRDar AM
= |L 5 iption G.e. Hi , Posted Speed Limit, Location from Nearest City, Gity, Street, and Intersection With) (4oited to 1000 charactars)
=2 ~
2 |[pEMe
=
o
=3
=
g [Accdentivee
= ~
Year Make Madel Unit Number CGitation Issued Est. Speed Di 5 ing O, i
[ ] I ] [ N ~ [ N ]
Driver Last Name First Name M.I. License Number Work Phone # Home Phone #
3 N [ I N |
Straat Address 1 Streat Address 2 city state zip
9 J 1 B I ETERES) . |
Driver Injured Describe Injury Warkers' Comp Claim Filed?
- ] ~
— | zamage (List Parts) Estimate
= = | ]
=
=
& | [+] add passanger (plaass click on the Stamp button AFTER paricipant inforrmation iz complatad)
= | TE EHICLE
% | (@) Passenger LastName FirstName M.I. Work Phone # Phone #
save [ b | [ b N ] [
Street Address 1 Street Address 2 City
I/l | [ N
ER
Primary Year Make rodeal Lcense Plate State itation Issuad Di 5 ing
| 1 I ][ Il ] [no ~ 1
Driver Last Name First Name M.I. License Number Work Phone # Home Phone #
i/ N [ 1 ]
street Address 1 street Address 2 city state zip
/[ I N [ro ] ] N
Province Country Postal Code
[ | |UNMITED STATES ~
Driver Injured Describe Injury Damage (List Parts) Estimate
e [ I N
Owner's Policy Phone #
Street Address 1 Street Address 2 City State zip
@ | ] [ MO
=] Driver's Policy b Phone #
E [ ]
= Street Address 1 Street Address 2 City State
= ] [ ] (Mo~
=
1=
[+1 add withess C(pleaze cick on the Stanp button AFTER particpant information (= complated)
[ Writness Last Name First Name  M.L
save [ ~ |
wn
3 Strect Address 1 Strect Address 2 City State Zip Phone #
& [ ] [mD ]
=
=
=
[+] add cwrer (ple==sz= click on the Stamp button AFTER parbicipant informstion 1= cormplsted)
Primary Owner's Last Name First Name  M.I.  Work Phone # Bhone #
[
save E N | N [ ]
o Owner's Street Address 1 Strect Address 2 city state
= [ ] (o~ |
o=
- Prowince Country Postal Code
= [ | |UMITED STATES ~
=a
= what Estimate
=
== I ]
=
=
[+1 add injured (please click on the Stamp button AFTER participant information is cormpleted)
[ Primary Injured Last Name FirstName M.I.  Work Phone # Phone #
save ~ N N I ] [ ]
street Address 1 street Address 2 city state zip
2 ] [ I ] o ] ] ]
=
E Province Country Postal Code
= | |UMITED STATES
= Nature and Extent of Injury
=
= [
=
2 | weather Roadway Did wehicle Have Any Defects?
= -~ -~ ~ [
=
S |were SeatBelts in Use? Were Lights On?
2 ~ ~ [T
<
=
= i D To Laws Wehicle Dispatch Office or DOT Repair Location
= ~ [ ~ [
&
=
Expl o. And P of Trip (fimited to 1000 characters)
DEMO ~
State Employee Department Phone #
[ | [ | N
state Employee completing Report Phone # Date Date i to Risk
[dermer ~ [617-477-z197 | [tojzizoir 9| I':“ |




SFN 53601 — Medical Services Incident Report
Department/ Agency Where Incident Occurred Claim Form Requested Near Miss
10010-5TATE BOARD OF MEDICAL EXAMIMERS vV (o N NO  »
Date of Incident Day of Week Time of Incident
I:I [pjizizo1r Y [TUEsDay | am e [N
Last Name First Name M.I. Sex Date of Birth ID Number Status
-
v | ~ [ %) (5 | | 3
Street Address 1 Streat Address 2 City State Zip Phone #
N | | | N [no v | N |
Service Area VWard Physician Notified? Family Notified? Workers' Comp Claim Filed?
| | | | v v v

[+] add witness

Withess Last Name First Name M.I.

save N h
Street Address 1 Street Address 2 City State Zip Phone #
|| | | MO v | |
Date Reviewed by Loss Conbol Property DMEGE  What:
b
Ccourrence Category [select one main category and one sub categary]
Main Category: Sub Category:
[N v

Part of Body Injured
hd h Bilateral I:l Leﬂ:l:l LDWEI'D Middle I:l Rightl:l Unknown I:I Upperl:l

Bodily Injury‘ Selected Bodily Injury )
ABRASION|SCRAPES -~
AMPLITATION
AMNOREXIA/RESP DISTRESS
BITE INTACT SKIN
BITE BROKEM SKIMN
BLISTER
BURM FIRST DEGREE
BURM SECOMND DEGREE b

Process W selected Process \
BATHROOM -~
BEHAYIOR
Dy PROGRAM
EXaM
HOME YISIT
HOUSEHOLD DUTIES
HY¥GIEME/ GROOMING
INTERPERSONAL ALTERCATION b

Area of Dccurrence

w |

Descripton of Incident (Wmited o 2000 charactars)

CEMO N
Describe policies and procedures in effect that relate to this incident.

|
Were policies and procedures followed? ht
List all causes of incident (equipment, procedure, environment, behavior)

|
Has corrective action been initiated? h
If yes, what corrective action is being taken? If no, when will cormrective action be taken?

|
Work Order Submitted e
What safety equipment /training could have prevented this injury?

|
Comments
Individual Preparing Report Tite Date

N | | | h

Dept. Head /Supervisor Tite Date
Additional Sign-0Off Tite Date
Risk Management Review Tite Date Date Submitted to Risk Management

| | ] |




