

ALF/SCALF INITIAL INCIDENT REPORT


Name of resident: __________________ Date of incident: _________ Time of incident: _______

Description of the incident/Circumstances under which the incident occurred: ______________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Names of all staff involved including person in charge at the time of the incident: ___________
_____________________________________________________________________________
Witnesses to incident   ___Yes ___No
If witnessed, list witnesses, their addresses and telephone numbers:

Name: _________________________________________________________________________
Address________________________________________________ Phone #_________________

Name: _________________________________________________________________________
Address________________________________________________ Phone #_________________

Name of sponsor notified: _________________________________________________________
Date of notification: __________ Time of notification: __________ Person notifying__________
Name of physician notified: ________________________________________________________
Date of notification: __________ Time of notification: __________ Person notifying__________

Symptoms of pain or injury discussed with physician?     ____Yes   ____No   N/A ______
Description/extent of injury_______________________________________________________
Immediate actions taken/treatment rendered:________________________________________  ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Action taken to prevent re-occurrence: ______________________________________________
____________________________________________________________________________________________________________________________________________________________
Did resident receive out of facility treatment?  ___ Yes ___No  

If yes, please describe_____________________________________________________________
______________________________________________________________________________
Follow-up care and outcome: ______________________________________________________
____________________________________________________________________________________________________________________________________________________________
Administrator notified: Date of notification___________ Time of Notification_______________
Signature of Reporter_______________________________________ Date_________________
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