CUMBERLAND HEIGHTS INCIDENT REPORT
Forward original to QM office within 24 hours; copy to supervisor.  If an employee is involved, copy to HR also within 24 hours.
COMPLETE ALL QUESTIONS, DO NOT LEAVE BLANKS, USE FULL NAMES OF ALL PARTIES INVOLVED
	Site::   FORMCHECKBOX 
River Road  FORMCHECKBOX 
Ext. Care  FORMCHECKBOX 
Other:          
             FORMCHECKBOX 
Hermitage  FORMCHECKBOX 
Smyrna  FORMCHECKBOX 
Murfreesboro  FORMCHECKBOX 
Jackson  FORMCHECKBOX 
Cool Springs  FORMCHECKBOX 
Chattanooga  FORMCHECKBOX 
Sumner Co       
                                              

	Demographics:

Incident Date:                   Time:         FORMCHECKBOX 
AM/ FORMCHECKBOX 
PM     Day:  FORMCHECKBOX 
Mon  FORMCHECKBOX 
Tues  FORMCHECKBOX 
Wed  FORMCHECKBOX 
Thur  FORMCHECKBOX 
Fri  FORMCHECKBOX 
Sat  FORMCHECKBOX 
Sun                                
Name of Person(s) Involved:     
(Use full names, including patients)
Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
                                Youth  FORMCHECKBOX 
 Adult  FORMCHECKBOX 
                 Age(s):                       
Patient  FORMCHECKBOX 
 Potential Patient  FORMCHECKBOX 
 Staff  FORMCHECKBOX 
 Visitor  FORMCHECKBOX 
 Family Member  FORMCHECKBOX 
 Other:       
If patient, program: First Step  FORMCHECKBOX 
 Traditional Adult  FORMCHECKBOX 
 Youth  FORMCHECKBOX 
 Outpatient  FORMCHECKBOX 
 Extended Care  FORMCHECKBOX 

If Staff: Job Title                                                                                 Dept:                                                                               


	Incident details – to be completed by staff with most knowledge of the incident. Be SPECIFIC & CONCISE. Use back of this form if more space is needed.
Exact location incident occurred          
What happened:      
Why did incident occur?                                                                                                                                                                          
List company property involved:                                                                                                                                                             
Describe action(s) taken:       


	Physician Notified  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Supervisor Notified  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
	ER Contact Notified  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	List staff present:       
Completed by (print):        Signature:        Date:                        


	To be completed by nurse or first aid responder for all real or potential injuries

1. Injury: FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No; Describe:      
2. Treatment:  FORMCHECKBOX 
Refused Treatment   FORMCHECKBOX 
On-site; by:  FORMCHECKBOX 
 Referred, where:      
    Admitted:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                Findings/Results:      
3. Returned to Cumberland Heights:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No; if yes, date       time       am/pm      
Completed by:                                          Signature:                                                    Date:      


Utilize the following space for additional details. Use full names of all parties. Be specific & concise.
     
	Quality Management Department Use ONLY:
 FORMCHECKBOX 
 Milieu
 FORMCHECKBOX 
 Medical ER
 FORMCHECKBOX 
 Urgent Care
 FORMCHECKBOX 
 Psych ER
 FORMCHECKBOX 
 Recreation
 FORMCHECKBOX 
 Medication Related

 FORMCHECKBOX 
 Mandated Reports

 FORMCHECKBOX 
 Alleged Patient Rights Violations

 FORMCHECKBOX 
 Environment-Falls 
 FORMCHECKBOX 
 Environment-Equipment 
 FORMCHECKBOX 
 Environment-miscellaneous

 FORMCHECKBOX 
 Medication Error: 
 FORMCHECKBOX 
Dose  FORMCHECKBOX 
Time  FORMCHECKBOX 
Route  FORMCHECKBOX 
 Omission
 FORMCHECKBOX 
 Wrong Medication  FORMCHECKBOX 
 Wrong person
 FORMCHECKBOX 
 Transcription




 FORMCHECKBOX 
 Alleged medication error

 FORMCHECKBOX 
 Med count off
    FORMCHECKBOX 
 Other:



 FORMCHECKBOX 
 Security: 
 FORMCHECKBOX 
Theft 
 FORMCHECKBOX 
 Alleged Theft 
 FORMCHECKBOX 
 Threat   FORMCHECKBOX 
 Alleged Threat 
 FORMCHECKBOX 
 Physical violence to person 

 FORMCHECKBOX 
 Property Violence
 FORMCHECKBOX 
 Intoxicated Person 
 FORMCHECKBOX 
 Volatile Patient

 FORMCHECKBOX 
 Weapon(s) on campus
 FORMCHECKBOX 
 Unsecured Area                   FORMCHECKBOX 
 Inadequate Search
 FORMCHECKBOX 
Other: 











 FORMCHECKBOX 
 Miscellaneous:













	Follow Up Action:









	Date Received:





QM Dept. Stamp or Initials/Date
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