
ATTACHMENT A

CLIENT UNKNOWN INJURY AND/OR CRITICAL INCIDENT RESOLUTION FORM

To be completed by the Supervisor/Program Director

Date of Resolution Form:                                  

Individual:                                 
 

Supervisor/Program Director:                         

Facility:                                              
Problem: (what happened)

Number of staff on duty:                
1. Investigation:

Was investigation needed?
yes
/
no

If no, why was it not needed?

If yes:

Specific results of the investigation: 

Was it a staff error? 


yes
/
no

Was it failure to follow procedures?
yes
/
no

Is it a problem in a procedure or system

that we have?



yes
/
no

if yes, what is the problem:

Is this an isolated problem that will

probably never happen again?

yes
/
no

If it will probably happen again, 

is this something that has 

happened before?


yes
/
no

If yes, specify:

Do you think it will happen again?
Yes
/
no
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2.  Action Taken: 

What correction action is recommended?

a.
Inservice?



yes
/
no

if yes, what kind of training and for whom?

b.
Review of Procedure?


yes
/
no

if yes, which procedure/s need/s to be

looked at?

c.
Does there need to be additional 
yes  /
no

supervisory intervention?

What other recommendations do you have?

Signature/Title/Date
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