Health Recovery Services, Inc.
Notification of Incident and/or Event
	Provider Name and Credentials
	Date of Discovery
	Date of Incident
	Time of Incident (If unknown, indicate as such)

	
	
	
	                    __:__         □ AM      □ PM

	Location/Site
	Type of Incident
	Type of services provided?
	Other Involved (check all that apply)

	
	
	□ MH     □ AOD    Other
	□ Another Client/Resident   □ Family 

□ Staff      □ Unknown        □ Other

	Age
	Gender
	If another Client/Resident was involved was an incident notification filed?

	
	□  Male     □ Female
	   □  Yes     □ No         If yes, record # of incident  


	HIPAA – Compliance Identifier 
	Race/Ethnicity
	Was Staff injured as a result of this incident?

   □  Yes     □ No         

	Description of the Incident (Describe the incident in detail and any action steps taken)


	Person Completing above and Notifying Supervisor
	Date
	Time

	
	
	

	Supervisor Comments and actions taken.  (Describe your instructions or action steps taken)



	□ 911
	□ On Call Operations Coordinator


	□ Program Director
	□ On Call Counselor

	□ Nursing
	□ Clinical Coordinator

	Supervisor signature and credentials
	Date
	Time

	
	
	

	Was restraint or seclusions required:
	If yes, type and length of episode.
	Are criminal charges against a client/resident being pressed by staff?

	   □  Yes     □ No         
	□ Physical Restraint

□ Involuntary Emerg. Medication
	  □ Yes  □ No   If yes, Please explain.




	Additional Comments (Include additional recommendations or corrective action steps taken to address the incident.) (May include Notifications.)  


	
□  Probation Officer
□  Director of Operations
□  Parent/Legal Guardian

	Program Director/Designee
	Date
	Time

	
	
	

	Person Notifying Director of Operations/Designee.
	Date
	Time

	                                                                 I  Incident     Other Event

	
	

	Executive Administration Reviewer’s Signature
	Date 
	Time
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