INCIDENT REPORT

Confidential - Not Part of Medical Record

Patient's Name ________________________________________________________________________

Address ______________________________________________________________________________

Telephone __________________________________________Age ___________Sex_________________

Diagnosis _____________________________________________________________________________

Attending Physician ____________________________________________________________________

Date/Time of Incident: Month __________________ Day _____________ Year ______ Time _________

Date of this Report _____________________________________________________________________

TYPE OF INCIDENT
_______ protocol error


_______ loss/breakage

_______ drug reaction/toxic effect

_______ equipment/medical device

_______ attended/unattended fall

_______ employee injury

_______ medication error


_______ cardiac arrest

_______ respiratory arrest


_______ needlestick

_______drug infiltration


_______ other (specify) _____________________________

Describe incident and/or injury (if any). If none, state “No Apparent Injury.”

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

NATURE OF INJURY: 
____no apparent injury



____unable to determine

____anaphylaxis




____rash

____infection




____contusion, cut, laceration

____death




____phlebitis

____extravasation/infiltration


____other

____hospitalization required

Physician notified: Yes __________ No __________ Name ___________________________________

Date ________________________________________Time ___________________________________

P.A. notified: Yes __________ No __________ Date __________ Time _________________

Patient/Family follow-up: Yes __________ No __________ Date __________ Time _________________

Was Employee Injured? Yes ____________No __________ if Yes, explain: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Action Taken:  _________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Witnesses (include name and employee title, or relationship to patient)

1.
______________________________________________________________________________

2.
______________________________________________________________________________

3.
______________________________________________________________________________

_____________________________________________________________________________________

Signature/Title of Person Reporting



                Date/Time

_____________________________________________________________________________________

Signature/Nursing Supervisor        




Date/Time

___________________________________________________________________________________

Signature/Attending Physician (s)




Date/Time

_____________________________________________________________________________________

Signature/Title of P.A.





Date/Time

___________________________________________________________________________________

Reviewed by Q.A. Qualified Physician



Date/Time
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