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FACILITY INCIDENT REPORT FORM

Facility Name:       
Facility Address:        
Facility City, State and Zip:      
Facility Phone:      
Reported by:                                      Title:      
Reportable Event Occurred on:  Date:        Time:           
The individual(s) allegedly involved:

        Resident

        Another resident

        Employee

        Family Member

        Visitor

        Unknown

Residents Involved 

Name of resident #1           Room #           DOB         
Diagnosis and Mental Status (if applicable)
	          




      Family/Resident Representative Notified   Date:        Time:         
      Physician Notified Date:        Time:         
Name of resident #2 (where applicable)           Room #           DOB         
Diagnosis and Mental Status (if applicable)
	          




      Family/Resident Representative Notified   Date:        Time:         
      Physician Notified Date:        Time:         
Staff Involved 

Name of staff person                Title             
Name of staff person                Title             
Name of staff person                Title             
Description of Occurrence
	             




Occurrence Resolution


	             




        INITIAL REPORT

        FINAL REPORT

        INITIAL AND FINAL REPORT
A final investigation report will be sent to the Department of Public Health 

within five working days

