Bluebonnet Trails Community Services 





	Consumer Injury (Whether it requires treatment or not)
	 FORMCHECKBOX 

	Consumer Death if receiving services at the time of event (Also complete Death Report of a Person Served)
	 FORMCHECKBOX 


	Medical Emergency (requiring face-to-face assistance from medical personnel or use of emergency procedures)
	 FORMCHECKBOX 

	Unplanned departure
	 FORMCHECKBOX 


	Consumer Accident with no injury
	 FORMCHECKBOX 

	Threatening behavior from a consumer (bomb threat, weapon, threat of force)
	 FORMCHECKBOX 


	Vehicle Accident Involving a Consumer
	 FORMCHECKBOX 

	Behavior incident/Restraint (Also complete Behavior Modification/Restrain Checklist if applicable)
	 FORMCHECKBOX 


	Adverse Medication Reaction
	 FORMCHECKBOX 

	Unusual incident
	 FORMCHECKBOX 


	Medication Error
	 FORMCHECKBOX 

	Other (Please explain):
	 FORMCHECKBOX 


	Exposure to Infection   
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 




Person Reporting:  ___________________________________________________
Date of Report:  ____________________________
Date of Incident:
______________________

Time of Incident:  ___________________  a.m. / p.m.

Unit No.:  ____________________________



Location of Incident:


Non-Bluebonnet Center location (list building or area)  ______________________________________________________________

Bluebonnet Center building (Unit No.)  __________________________________________________________________________

Vehicle (list whose)  _________________________________________________________________________________________

Other  _____________________________________________________________________________________________________
Who was Involved in the Incident:   





Name of Employee(s) Involved:  _________________________________________________
Employee No.  _______________

Name of Employee(s) Involved:  _________________________________________________
Employee No.  _______________

Name of Consumer(s) Involved:  ___________________________________
DOB:  __________
Case No.:  ___________

Name of Consumer(s) Involved:  ___________________________________
DOB:  __________
Case No.:  ___________

Name of Consumer(s) Involved:  ___________________________________
DOB:  __________
Case No.:  ___________

Other:  _____________________________________________________________________________________________________


Who made the error?  (Must be completed)  _________________________________________________________________________


Name/Dosage of medication(s) involved:  ___________________________________________________________________________

The error was a:
Staff Administration/Supervision Error   
(                 Other  _______________________  
 (


Client Self-Administration Error


(

Med not Taken/Administered

(

Wrong Route of Administration

(



Med Taken at Wrong Time
(

Expired Med



(


Med Administered to Wrong Person
(

Recalled Med



(


Wrong Med Taken/Administered
(

Contra-Indicated Med


(


Wrong Dosage Taken/Administered
(

Other  ________________________
(
(write if individual required medical care because of  medication error in Section III.)


To be completed by person reporting.  Describe briefly the incident, and how it was handled:  __________________________________

_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


If injury occurred, describe the type of injury, treatment provided and by whom:_____________________________________________
_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


_____________________________________________________________________________________________________________


What suggestions do you have to prevent this or improve safety and reduce risk:  ____________________________________________


_____________________________________________________________________________________________________________


Please list names of witnesses to the incident: ________________________________________________________________________


Indicate all persons notified, with date and time (Immediate supervisor must always be notified.):  

	
	Notified?
	Date
	Time

	Client’s Legal Authorized Representative
	 FORMCHECKBOX 

	
	

	Nurse on Duty
	 FORMCHECKBOX 

	
	

	Immediate Supervisor
	 FORMCHECKBOX 

	
	


Action to be taken/recommendations: _________________________________________________________________

________________________________________________________________________________________________

Signature of Administrator: _____________________________________________  Date: ______________________



Date Received:  ______________________________________

Received By:  ______________________________________



Routed To:  _________________________________________


Date Reviewed at Risk Management / Professional Review Committee (circle one):  ___________________________________________

Result of Investigation / Action Taken:  _______________________________________________________________________________

_______________________________________________________________________________________________________________


Client Injury/Incident Report Form


PRIVILEGED AND CONFIDENTIAL – FORWARD ORIGINAL TO QM SAME WORKING DAY


NOT PART OF MEDICAL RECORD





SECTION I – TYPE OF INJURY/INCIDENT


Mark (X) ALL applicable item(s) and explain in Section III





SECTION II – MEDICATION ERROR (if applicable)


Describe the medication error and actions taken in detail in Section III








SECTION III – DESCRIPTION OF INJURY/INCIDENT 


Fill out for all reportable events.  Attach additional sheet if necessary.











SECTION IV – TO BE COMPLETED BY PROGRAM ADMINISTRATION








SECTION V – TO BE COMPLETED BY QM








SECTION II – General Reporting Information


Complete all information applicable to the incident.  You only need to submit one report per incident.








1

                                             Revision Date:  10-7-10


