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	Background Information – please note this document is subject to confidentiality requirements and should be handled accordingly.

	Date of Incident:          
	Time of Incident:             FORMCHECKBOX 
 AM
    FORMCHECKBOX 
 PM

	Name of Provider/Facility (as it appears on your AHCA license)

     
	AHCA License Number

     

	Street Address / Location of Incident 

     

	City   

     
	County   

     
	State  

     
	Zip   

     

	Telephone Number

     
	Fax Number

     
	E-mail Address

     


	Incident Category – check all that apply.

	 FORMCHECKBOX 
 Altercation
 FORMCHECKBOX 
 Elopement
 FORMCHECKBOX 
 Seclusion
 FORMCHECKBOX 
 Other Incident
 FORMCHECKBOX 
 Client Death
 FORMCHECKBOX 
 Escape
 FORMCHECKBOX 
 Sexual Battery
 FORMCHECKBOX 
 Client Injury or Illness
 FORMCHECKBOX 
 Restraint
 FORMCHECKBOX 
 Suicide Attempt


	Identifying Information – include all participants and witnesses .

	FULL NAME of INDIVIDUAL

(First Last)
	DOB

(mm/dd/yy)
	Race
	Sex
	Client’s County

of Origin
	Client Status /

Employee Title
	Client’s Primary State

and Funding Source
	Participant
(P) or
Witness (W)

	     
	     
	 
	 
	     
	     
	     
	   

	     
	     
	 
	 
	     
	     
	     
	   

	     
	     
	 
	 
	     
	     
	     
	   

	     
	     
	 
	 
	     
	     
	     
	   

	     
	     
	 
	 
	     
	     
	     
	   

	     
	     
	 
	 
	     
	     
	     
	   


	Summary of Events – Describe the incident in detail (Who, What, When, Where and How)

	     

	Corrective Action / Follow-up / Referral Information

	Is follow-up action needed?

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	If Yes, specify:      

	Corrective Actions/Countermeasures 
     Indicate all disciplinary, personnel or corrective actions planned or taken, along with date of action.

	     

	Law Enforcement Notified?

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	If Yes, which law enforcement

    agency (ies?)
	Agency:      
Officer/Badge:      
Case #:      

	Other Contacts / Notifications: 

     (Note details including name/date/time and type of contact, i.e. parent/legal guardian notified)

	                       Name
	Date:
	Time:

	Chief Medical Officer:       
Parent/Guardian:      
Abuse Hotline:            ID#      
Other:      
	     
     
     
     
	       FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM
       FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM
       FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM
       FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM


	Reporting Employee (print name): 

      
	Telephone Number 

     

	Date & Time of Report:  
	Date:       
	Time:           FORMCHECKBOX 
 AM
    FORMCHECKBOX 
 PM

	Risk Manager (print name): 

     
	Telephone Number

     


	SUBMIT THIS COMPLETED FORM BY MAIL, FAX OR E-MAIL TO:

AGENCY FOR HEALTH CARE ADMINISTRATION

COMPLAINT ADMINISTRATION UNIT

2727 MAHAN DRIVE, MS 49

TALLAHASSEE FL  32308-5407

FAX: (850) 488-6094

E-MAIL:  CAU@ahca.myflorida.com

Questions?
Contact the Complaint Administration Unit at (850) 412-4504


INCIDENT REPORT FORM


Residential Treatment Centers for Children & Adolescents


(Includes Therapeutic Group Homes)










AHCA RECOMMENDED FORM (Updated April 14, 2011)
Section 65E-9.005(3)(l), Florida Administrative Code
Page 1 of 2                                     Form available at: http://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Hospital_Outpatient/residential.shtml

