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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
	During infection control surveillance it was noted that facility percent for flu-like symptoms was 10% of the population.  Total in house census of ______ with  ___  residents presented with clinical symptoms of vomiting and diarrhea.    

The facility immediately implemented the following measures-

1.  The housekeeping cleaning schedule has been adjusted to allow for increased cleaning to frequently touched areas such as hand rails and door knobs, and high volume surface areas.

2. Signs have been posted to alert visitors.

3.  Additional handwashing in-services are being provided.  

4.  Resident with active symptoms of vomiting and diarrhea are being encouraged to remain in their room or wear a mask when out of their room.
        




Occurrence Resolution


	All residents with above symptoms have been identified.

MD and family notified of the above.  

Resident care plans reviewed and updated.

The facility has increased surveillance to identify any residents with worsening symptoms or any residents with new symptoms.  

Medical Director notified and involved in facility plan. 

Identification and surveillance of residents with onset of symptoms in place and ongoing. 

Identification and surveillance of residents with resolving or resolved symptoms in place and ongoing.
        




        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

