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	I.  Identifying Information

	Incident Primary Category:   FORMDROPDOWN 
 

	Incident Secondary Category:   FORMDROPDOWN 


	Does this incident involve child-on-child sexual abuse?  FORMDROPDOWN 


	Date of Incident:                                         
	Date Incident Became Known:       
	Time of Incident:       

	Immediate Notice Incidents:  Does this fit criteria for immediate telephone notice to PSF?  (client death, life threatening injury/illness, potential media interest)  FORMDROPDOWN 
          FORMDROPDOWN 


	Is there likely to be media interest in this incident?  FORMDROPDOWN 


	Your Name:
	     
	Your Title:
	     

	Your Agency:
	 FORMDROPDOWN 
      
	Your Telephone #:  
	

	Region:
	District 3 
	County:   FORMDROPDOWN 

	Case Status:  FORMDROPDOWN 


	Case #:  
	     
	Abuse Report # related to this incident, if applicable:  
	     

	Victim/Person Involved (if multiple victims, oldest first):       

	Victim/Person Type:   FORMDROPDOWN 

	Victim/Person Group:  
	 FORMDROPDOWN 


	Placement Type at Time of Incident:
	 FORMDROPDOWN 
  


	Foster Home/Facility Name (if applicable):       

	For Licensed Placements Name of Provider Agency For Home/Placement:   FORMDROPDOWN 


	Location/Address of Incident:       

	Immediate Supervisor’s Name:       

	Date and Time Supervisor Notified:       

	Report Entered by (if other than Incident Reporter):       


	II. All Participant(s)  Witness(es)  (also include all clients in household)

	Full Name
	Birth Date
	Age
	Race
	Gender
	Type of Witness

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 



	III.  Description of Incident

	Give Detailed Account – (Who, What, When, Where, Why, How)        


	IV. Immediate Corrective Action and Follow Up

	Immediate Corrective Action Taken:       

	Is follow up action needed?    FORMDROPDOWN 


	If Yes, Please Specify:       


	V. Individuals Notified

	
	Abuse Registry
	Health Care Admin/Hospital
	Law Enforcement

	Name:
	     
	     
	     

	Badge/ID#:
	     
	     
	     

	Date:
	     
	     
	     

	Time:
	     
	     
	     

	Notified How:
	     
	     
	     

	Accepted:  
	 FORMDROPDOWN 


	
	Parent/Guardian/
Family Member
	Licensing
(Please Specify Name)
	Other:

(Please Specify)

	Name:
	     
	     
	     

	Date:
	     
	     
	     

	Time:
	     
	     
	     

	Notified How:
	     
	     
	     


	VI. Supervisor Review

	Supervisor name:    
	     

	Date notified:                
	     
	Time notified:  
	       

	Supervisor comments:
1. Describe any follow-up action taken in addition to that listed above:       
2. Indicate whether follow-up action was appropriate and effective (what was the outcome of the follow-up actions by the staff person, medical personnel, law enforcement, etc.?):        
3. Describe any pertinent circumstances or events that preceded and may have caused or influenced the occurrence or outcome of the incident:       
4. Provide any recommendations or suggestions for preventing future incidents.       
5. Indicate any specific tasks with clients or staff related to this incident (i.e. general training or safety measures implemented, specific corrective actions or safety plans implemented with the client):       
6. If a licensing concern, has someone met with the foster parent(s) or taken any other action? Be specific. (Does the foster parent realize that you still consider this a concern and that Licensing will be contacted?)       

	Date completed:  
	     


	VII. Additional Operational Review and Follow-up

	Manager Name:            
	     
	Title:
	     

	Follow–up actions to be taken/completed:     
	       


	VIII. PSF Quality/Risk Management Review

	Quality Manager Name:             
	     
	Title:
	     

	Quality Issues Identified and Follow-up:    
	     

	Date Completed:
	     

	Report Routed to:
	 FORMCHECKBOX 

	Senior Vice President of Programs
	 FORMCHECKBOX 

	Contract/Provider Relations 

	
	 FORMCHECKBOX 

	Community Relations 
	 FORMCHECKBOX 

	Foster Care Licensing 

	
	 FORMCHECKBOX 

	Missing Child Coordinator
	 FORMCHECKBOX 

	Other:       


	XII.  Death Review Information

	Date of Death:   
	     
	Time of Death:  
	     

	Place of Death:  
	     

	Suspected Cause of Death:  
	     

	Classification of Death: 
	 FORMDROPDOWN 



	XIII. Death Review Summary

	Description of events leading to death:      

	Did death occur in restraint/seclusion?    FORMDROPDOWN 
    Medical Examiner Case?   FORMDROPDOWN 


	Date Autopsy Requested, if applicable:              Date of Autopsy, if applicable:       

	Medical Examiner/Physician Cause of Death:
	 FORMDROPDOWN 
        

	Law Enforcement Involvement (Include charges filed, if any):       

	

	CSA/FAHIS Findings (Beginning with most recent, list all maltreatments and respective findings, by CSA#):       

	Prior Child Protection Services (Clearly summarize all prior DCF or PSF involvement, including dates):       

	

	Summary of Findings (Provide a brief description of the findings and major issues related to the death):       


Routing Instructions:

1. The Incident Reporter must contact their immediate supervisor immediately after implementing an emergency response, but not more than one hour from incident.  If the supervisor cannot be reached, the next immediate supervisor must be contacted until verbal notification is achieved.

2. This Incident Reporting Form must be completed by the Incident Reporter and forwarded to their supervisor within 24 hours.

3. The supervisor must review and forward the Incident Report to their Program Administrator, the Quality Assurance Manager and the Site Coordinator by the end of the business day following receipt of form.
4. The supervisor must contact the PSF Chief Operating Officer immediately in the event of a child death, life threatening injury/illness, or possible media interest.  If the Chief Operating Officer is not available or cannot be reached, the PSF on-call administrator or other member of the PSF Senior Management Team must be contacted.  The person contacted will be responsible for notifying the PSF CEO and DCF DA as appropriate, per the PSF Incident Reporting and Client Risk Prevention Policy and the PSF Death Review Policy.

5. The PSF Quality Assurance Manager will forward the Incident Reporting Form to DCF and others, as appropriate, per PSF Policy.
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