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Reportable Incident:
Patient Information – If the incident involves a patient, complete the following:
Discharge Disposition:
Did the patient sustain any injuries? .....................................................................................................................
Did the patient receive any treatment? ................................................................................................................
Were X-rays performed? ......................................................................................................................................
Did the patient have a history of elopements/suicidal ideations or attempts? .....................................................
Discharge Disposition:
Did the patient sustain any injuries? .....................................................................................................................
Did the patient receive any treatment? ................................................................................................................
Were X-rays performed? ......................................................................................................................................
Did the patient have a history of elopements/suicidal ideations or attempts? .....................................................
Note: If necessary, attach additional sheet(s) for additional patients involved.
Note: If necessary, attach additional sheet(s) for additional patients involved.
Summary
When did you first learn of the incident? .....................................................
Time:
On what shift did the incident occur?
Was this reported to law enforcement? .................................................................................................................
Was this reported to another organization?  ..........................................................................................................
Actions to be taken as a result of this incident: (check all that apply)
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