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 CRITICAL INCIDENT REPORT
 DEPARTMENT OF HUMAN SERVICES
 MEDICAL SERVICES DIVISION - MFP
 SFN 536 (7-2014)
SFN 536 (7-2014)
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	Last Name  
     
	First Name
     
	Date

     

	Address

	Telephone Number
     

	City
     
	State  

	ZIP Code  

	Medicaid ID Number  



	INCIDENT DETAILS

	Person reporting incident   
     
	Date and time incident report completed



	Address   
     
	Location of incident   
     

	Telephone number   
     
	Date of incident   
     

	Title or relationship of person reporting incident   


	Time of incident  
     

	Type of event: (check all that apply)
 FORMCHECKBOX 
  Abuse / Neglect / Exploitation
 FORMCHECKBOX 
  Missing Persons
 FORMCHECKBOX 
  Medical Error
 FORMCHECKBOX 
  Rights Violation
 FORMCHECKBOX 
  Death
 FORMCHECKBOX 
  Suicide Attempt             

 FORMCHECKBOX 
  Serious Injury
 FORMCHECKBOX 
  Medical Emergency 
 FORMCHECKBOX 
  Other
 FORMCHECKBOX 
  Law Enforcement Contact
 FORMCHECKBOX 
  Restraints / Seclusion / Isolation

	Description of event  (if the event involves the use of restraint/seclusion/isolation, provide the following details: Type Date, Time, Length):
If the event involves a death, provide the following information: Was the death the result of abuse, neglect, exploitation, or a failure of the 24-hour back-up support system?



	Name(s) and role(s) of all involved in incident:



	Name(s) of those who witnessed incident:



	Immediate action or response to the incident:



	Action taken by the Transition Coordinator to address and make changes in service or support needs in response to the incident :   
     


	Medical treatment provided to person involved in incident:


	Facility name   


	
	Physician   
     

	
	Address   
     

	
	City/State/ZIP Code   
     

	
	Telephone number   
     

	Date and names of contacts made on behalf of consumer (Ombudsman, Protection & Advocacy, Law Enforcement, Child Protective Services, Adult Protective Services, etc.):

     

	For a consumer with a serious mental illness, protection and advocacy (P&A) reporting guidelines must be followed.

	Name of P & A notified: 
     
	Date of notification: 

     

	Date and names, including relationships, of those contacted on behalf of the person involved in the incident (Legal representative, relatives, friends, or other informal supports):
     


	MONEY FOLLOWS THE PERSON GRANT PROGRAM MANAGER ACTIONS

	Date and time incident report received or filed with medical services:  


	Concern(s) identified:


	Action taken to resolve concerns (include date action taken):


	Follow-up planned:
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