CSH Critical Incident Report (CIR) Form

Effective 09/09/2011

Wherever the symbol “…” - appears on the form, click the symbol to reveal the drop down list of options.

	OPEN INCIDENT (TAB) Page 1 of 2

	Client Name (Last, First, Middle Initial) - Most involved client

     
	SS#:     -  -    
DOB: (MM/DD/YYYY)      /    /     
	Avatar Assigned Incident Number:      

	Date Incident Occurred: (MM/DD/YYYY)     /    /     
	Time Incident Occurred:          FORMDROPDOWN 


	Date Incident Reported: (MM/DD/YYYY)     /    /     
	Time Incident Reported:          FORMDROPDOWN 


	Brief Incident Description: (please provide complete details of only the incident include: who, what, where, when, and how and any precipitating factors that may have contributed to the event)
     

	Program of Incident:  FORMDROPDOWN 
 
	Shift:  FORMDROPDOWN 
 
	Incident Classification/Category:      FORMCHECKBOX 
 I           FORMCHECKBOX 
 II           FORMCHECKBOX 
 I & II 

                                                         FORMCHECKBOX 
  Non-Reportable by Policy 

	Incident Severity:
	 FORMCHECKBOX 
 Death 
	 FORMCHECKBOX 
  First Aid  
	  FORMCHECKBOX 
  Hospitalization
	 FORMCHECKBOX 
  Medical Tx 

MD Name:      
	 FORMCHECKBOX 
  No Tx  
	 FORMCHECKBOX 
  Refused Tx  

	Contributing Factors: 
	 FORMCHECKBOX 
 None

	Type of Incident: (select all that apply)                              Category I Incidents

	 FORMCHECKBOX 
 A14 Injuries requiring 1st Aid or Higher related to S/R
	 FORMCHECKBOX 
 A17 Death – Unexpected

	 FORMCHECKBOX 
 A8 Alleged Individual Abuse – Physical
	 FORMCHECKBOX 
 A18 Elopement (Outside of Hospital Grounds)

	 FORMCHECKBOX 
 A9 Alleged Individual Abuse – Psychological
	 FORMCHECKBOX 
 A21 Exploitation Individual to Individual

	 FORMCHECKBOX 
 A10 Alleged Individual Abuse – Verbal
	 FORMCHECKBOX 
 A22 Exploitation Staff to Individual

	 FORMCHECKBOX 
 A11 Alleged Neglect
	 FORMCHECKBOX 
 A27 Homicide/homicide attempt

	 FORMCHECKBOX 
 A12 Alleged Sexual Abuse
	 FORMCHECKBOX 
 A28 Injury of Unknown Origin (Severity requiring Med Tx or Hospitalization)

	 FORMCHECKBOX 
 Anything else determined by RHA needing to be reported to DBHDD
	 FORMCHECKBOX 
 A34 Suicide

	 FORMCHECKBOX 
 A15 Contraband (when it involves staff or weapons)
	 FORMCHECKBOX 
 A35 Suicide Attempt

	Category II Incidents

	 FORMCHECKBOX 
 A1 Accidental Injury
	 FORMCHECKBOX 
 A23 Failure to Follow Policy/Procedure

	 FORMCHECKBOX 
 A5 Aggressive Act to a Visitor/Family Member – Physical
	 FORMCHECKBOX 
 A24 Failure to Return from Community (Outing, Day Pass, Home Visit, Leave) 

	 FORMCHECKBOX 
 A6 Aggressive Act to a Visitor/Family Member – Verbal
	 FORMCHECKBOX 
 A25 Fall

	 FORMCHECKBOX 
 A3 Aggressive Act to Another Individual – Physical
	 FORMCHECKBOX 
 A26 Fire Setting

	 FORMCHECKBOX 
 A2 Aggressive Act to Self
	 FORMCHECKBOX 
 A28 Injury of Unknown Origin (Severity No Tx, 1st Aid, or Refused Tx)

	 FORMCHECKBOX 
 A4 Aggressive Act to Staff – Physical
	 FORMCHECKBOX 
 A29 Other (Serious or unusual occurrence which poses threat or danger)

	 FORMCHECKBOX 
 A7 Alleged Criminal Act
	 FORMCHECKBOX 
 A31 Pregnancy

	 FORMCHECKBOX 
 A13 Alleged/Suspected Violation of Individual/Patient Rights
	 FORMCHECKBOX 
 A30 Property Damage

	 FORMCHECKBOX 
 A15 Contraband (does not involve staff or weapons) 
	 FORMCHECKBOX 
 A32 Sexual Assault

	 FORMCHECKBOX 
 A16 Death Expected
	 FORMCHECKBOX 
 A33 Sexual Contact Between Individuals

	 FORMCHECKBOX 
 A19 Escape (NRI reportable)
	 FORMCHECKBOX 
 A36 Suicide Threats

	 FORMCHECKBOX 
 A20 Escape Attempt (planning or unsuccessful attempt to leave area)
	

	Non-Incident Management Policy Incidents 

(May be Required by Risk Management Policy or Other Policy/Protocol)

	 FORMCHECKBOX 
 RM1-Choking (intervention required) 
	 FORMCHECKBOX 
       

	 FORMCHECKBOX 
 RM2-Choking (no intervention required)
	 FORMCHECKBOX 
       

	 FORMCHECKBOX 
 RM3-Emergency Room visit 
	 FORMCHECKBOX 
       

	Central State Hospital Incidents
(Data Entry Staff Do Not Enter Incident into Avatar; Forward CIR to Legal Services and ISPE Department)

	 FORMCHECKBOX 
  Lost Keys
	 FORMCHECKBOX 
       

	 FORMCHECKBOX 
       
	 FORMCHECKBOX 
       

	 FORMCHECKBOX 
       
	 FORMCHECKBOX 
       

	OPEN INCIDENT (TAB) Page 2 of 2

	Incident Location:
	Area within Unit / Living Area / Building

	 FORMCHECKBOX 
 Activity/Living/TV Room 

 FORMCHECKBOX 
 Bedroom

 FORMCHECKBOX 
 Chart Room/Nurses Station
	 FORMCHECKBOX 
 Clinic/Tx/Medication Room

 FORMCHECKBOX 
 Courtyard

 FORMCHECKBOX 
 Other Common Areas
	 FORMCHECKBOX 
 Walkways/Sidewalk

 FORMCHECKBOX 
 Specify Other area:       
 FORMCHECKBOX 
 Steps/Ramp
	 FORMCHECKBOX 
 Toilet/Shower/Bathroom

 FORMCHECKBOX 
 Unit Dining Room

 FORMCHECKBOX 
 Unit Walkways/Sidewalk

	Incident Location:
	Away From Unit / Living Area / Building

	 FORMCHECKBOX 
 Admitting Office

 FORMCHECKBOX 
 Central Kitchen

 FORMCHECKBOX 
 Chapel

 FORMCHECKBOX 
 Clinic/Dx Services/Lab

 FORMCHECKBOX 
 Ground/Sidewalk/Breezeway
	 FORMCHECKBOX 
 Gym/Auditorium

 FORMCHECKBOX 
 Pool Area

 FORMCHECKBOX 
 Recreation Area

 FORMCHECKBOX 
 Treatment Mall/DLC
 FORMCHECKBOX 
 Vehicle
	 FORMCHECKBOX 
 Work Therapy

 FORMCHECKBOX 
 Other On Campus–where?  FORMDROPDOWN 

 FORMCHECKBOX 
 Other      
 FORMCHECKBOX 
 Off Campus–where?       


	Incident was:    FORMCHECKBOX 
 Self-Inflicted       FORMCHECKBOX 
  Physical Assault      FORMCHECKBOX 
  Not Applicable 

	Incident Location/Details; Additional Comments:      

	Person Completing Incident Form: (Last, First)

     
	Date Completed:

(MM/DD/YYYY)

   /    /     
	Time Completed:

        FORMDROPDOWN 

	Phone Number:
(   )    -    

	CLIENT INVOLVED (TAB)  List All Clients/Individuals Involved – Including the most involved client from page 1

	Name: (Last, First, MI)
	SS#
	DOB

(MM/DD-YYYY)
	Type of Involvement:

Aggressor, Death, Victim, Witness, Involved in Incident
	Unit/Living Area:

	1.       
	   -  -    
	   /    /     
	 FORMDROPDOWN 

	     

	2.       
	   -  -    
	   /    /     
	 FORMDROPDOWN 

	     

	3.       
	   -  -    
	   /    /     
	 FORMDROPDOWN 

	     

	4.       
	   -  -    
	   /    /     
	 FORMDROPDOWN 

	     

	Incident Supplemental (Tab)

	Type of Code Called:                   
	 FORMCHECKBOX 
 No Code Called
	 FORMCHECKBOX 
 Yellow
	 FORMCHECKBOX 
  Blue  
	 FORMCHECKBOX 
  Red
	 FORMCHECKBOX 
 Black    
	 FORMCHECKBOX 
 Orange  
	 FORMCHECKBOX 
  Brown    
	 FORMCHECKBOX 
  Pink     
	 FORMCHECKBOX 
  Green    

	If Theft, $ Value:      
	Was Security Called for Assistance?   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
  No 

	Steps Taken to Ensure Safety:     

	Incident was:  FORMCHECKBOX 
  Witnessed         or            FORMCHECKBOX 
  Discovered 

Name (Last, First):                               Title:                            Phone Number:  (   )    -    

	Incident Location/Unit:
	Allen/Phoenix:   FORMDROPDOWN 
              Boland:   FORMDROPDOWN 
            Craig:   FORMDROPDOWN 
             Campus Houses:   FORMDROPDOWN 
        

	
	Cook:   FORMDROPDOWN 
                            Other:   FORMDROPDOWN 


	Additional Incident Comments:     

	Incident Reported By (Last, First):     
	Contact #: (   )    -    

	Incident Notification (Tab)

	Agency/Person Notified
	Name of Individual Notified (Last, First)
	Title of Individual Notified
	Method

 of Notification
	Date of Notification
	Time of Notification

	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	   /    /     
	        FORMDROPDOWN 


	Incident Client Supplemental (Tab)

	Client Injury Information (List All Clients Involved) – Including the most involved client from page 1

	1. Name: (Last, First, MI) 

     
	Injury Category:  FORMCHECKBOX 
No Tx         FORMCHECKBOX 
1st Aid       FORMCHECKBOX 
Med Tx   

                              FORMCHECKBOX 
Hospitalization                FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No 

	Primary Injury Description: FORMDROPDOWN 

	Primary Anatomical Location:    Upper Body   FORMDROPDOWN 
    

                                                   Lower Body  FORMDROPDOWN 
  

                                                   General  FORMDROPDOWN 
                                              

	Secondary Injury Description:  FORMDROPDOWN 

	Secondary Anatomical Location: Upper Body  FORMDROPDOWN 
    

                                                    Lower Body  FORMDROPDOWN 
  

                                                    General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
	Individual Level of Observation:   FORMDROPDOWN 
 

	2. Name: (Last, First, MI)  

     
	Injury Category:  FORMCHECKBOX 
No Tx         FORMCHECKBOX 
1st Aid       FORMCHECKBOX 
Med Tx   

                              FORMCHECKBOX 
Hospitalization                FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
   No

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location:   Upper Body  FORMDROPDOWN 
    

                                                  Lower Body  FORMDROPDOWN 
  

                                                  General  FORMDROPDOWN 
                                              

	Secondary Injury Description:  FORMDROPDOWN 

	Secondary Anatomical Location: Upper Body  FORMDROPDOWN 
    

                                                     Lower Body  FORMDROPDOWN 
  

                                                     General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 
	Individual Level of Observation:   FORMDROPDOWN 
 

	3. Name: (Last, First, MI) 

     
	Injury Category:  FORMCHECKBOX 
No Tx         FORMCHECKBOX 
1st Aid       FORMCHECKBOX 
Med Tx   

                              FORMCHECKBOX 
Hospitalization                FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location:  Upper Body  FORMDROPDOWN 
    

                                                 Lower Body  FORMDROPDOWN 
  

                                                 General  FORMDROPDOWN 
                                              

	Secondary Injury Description:  FORMDROPDOWN 

	Secondary Anatomical Location: Upper Body  FORMDROPDOWN 
    

                                                     Lower Body  FORMDROPDOWN 
  

                                                     General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 
	Individual Level of Observation:   FORMDROPDOWN 
 

	4. Name: (Last, First, MI) 

     
	Injury Category:  FORMCHECKBOX 
No Tx         FORMCHECKBOX 
1st Aid       FORMCHECKBOX 
Med Tx   

                              FORMCHECKBOX 
Hospitalization                FORMCHECKBOX 
Death
	Tx Refused:  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Primary Injury Description:  FORMDROPDOWN 

	Primary Anatomical Location:  Upper Body  FORMDROPDOWN 
    

                                                 Lower Body  FORMDROPDOWN 
  

                                                 General  FORMDROPDOWN 
                                              

	Secondary Injury Description:  FORMDROPDOWN 

	Secondary Anatomical Location: Upper Body  FORMDROPDOWN 
    

                                                     Lower Body  FORMDROPDOWN 
  

                                                     General  FORMDROPDOWN 
                                              

	Fall Risk / Fall Precaution:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
	Individual Level of Observation:   FORMDROPDOWN 
 

	Persons Involved (Tab) Page 1 of 2

	Persons Involved (Staff, Family, Visitor)

	Category (Family, Staff, Visitor, Other)
	Type of Involvement (Witness, Aggressor, Other, Person of Interest, Victim)
	Injury Category
(Death, Hospitalization, Med Tx, Minor 1st Aid, No Apparent Injury, No Tx)
	Injury Description
	Name

(Last, First)
	Date of Birth

(MM/DD/YYYY)
	Contact #

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	   /    /     
	(   )    -    

	Persons Involved (Tab) Page 2 of 2

	Abuse Confirmed:   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No 

	Comments:       

	Administrator’s Review of All Critical Incidents

	RHA/Designee:
	     

	Date:  (MM/DD/YYYY)
	   /    /     

	 FORMCHECKBOX 
  By checking this box, I attest that the above entry verifies my review of the incident.


