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	[bookmark: _GoBack]OCFS Reportable Event  (submitted electronically in EIS)

	Client Name
	     

	DOB
	     
	Mainecare     

	Time
	Start Time       |_|AM or |_|PM
	End Time      |_|AM or |_|PM

	Event Name
	[bookmark: Text1]     

	Event Date
	     

	Date reported to DHHS
	     

	Person Reported to
	     

	Department Reported to 
	[bookmark: Check22]|_| OCFS Child Protective Services

	
	|_| OCFS No notification needed

	Program Type:
	|_| CPPC
|_| CS Crisis
|_| CS HCT
|_| CS Head Start
|_| CS Homeless Youth
|_| CS Outpatient 
|_| CS Medication Management
|_| CS RCS28

	|_| CS Residential Treatment
|_| CS Respite
|_| CS School based RCS28
|_| CS TCM
|_| CS Transportation
|_| CS Tx Foster Care
|_| CS Waiver
Program Type Other:      


	Narrative What happened

	     

	Narrative Immediate Response

	     

	Incident Location
	|_|Public setting
	|_| CS Educational setting

	
	|_|Restaurant
	|_| CS Home Based service

	
	|_|School 
|_|Vehicle
|_| Personal Residence
	|_| CS Office
|_| CS Residential Placement

	
	
	

	
	Incident Location Other:(Specify):      

	Reporter Details

	Reporter Name
	     

	Reporter Title
	     

	Reporter phone
	     

	Reporter email
	     

	Reporter address
	     




	Reporter Type
	|_|Anonymous
	|_|Homeless youth

	
	|_|ARP Alt Response
	|_|Law Enforcement

	
	|_|CAP Agency
	|_|Legislators, Commissioners, etc.

	
	|_|Consumer
	|_|Mainecare

	
	|_|CPPC
	|_|OAIS

	
	|_|CS Case Manger
	|_|Respite

	
	|_| CS HCT
|_| CS Outpatient
|_| CS Medication Mgt
	|_| Sexual Assault
|_| Supportive Visitation
|_| Treatment Foster Care

	
	|_| CS RCS
	|_| Transportation

	
	|_| CS Residential
	|_| Waiver (32)

	
	|_| CS School-based RCS
	Reporter Type Other: (Specify)      

	
	|_| Domestic Violence
	

	
	|_| Family member
	

	
	|_| Governor’s office
	

	
	|_| Head start
	

	Reporter Role:
	|_|Hearsay
	|_|Witness

	
	|_|Participant in event
	Reporter Role Other: (Specify)      

	
	
	

	Data Enterer Details

	Data Enterer Type:
	|_|Agency Staff
	|_|Friend

	
	|_|ALPHA
	|_|GHS

	
	|_|Anonymous
	|_|Guardian

	
	|_|State Staff
	|_|N/A

	
	|_|EIM
	|_|OES

	
	|_|Family Member
	Data Enterer Type Other: (Specify)      

	
	
	

	Data Enterer Name:
	     

	Data Enterer Phone:
	     

	Data Enterer email
	     

	Worker Details

	Was worker involved in event?
	|_|Yes
	|_|No

	
	|_|Unknown
	

	Worker Name:
	     

	Worker Type:
	|_|CS BHP
	|_| CS Medication Manager
Worker Type Other: (Specify)      

	
	|_|CS Clinician
	

	
	|_|CS Case manager
	

	Worker Role:
	|_|Hearsay
	Worker Role Other: (Specify)       

	
	|_|Participant
	

	
	|_|Witness
	




	Other Person Involved

	Was another person involved in the event?
	|_|Yes
|_|Unknown
	|_|No
Other: (Specify)       

	If yes, name of person:
	     

	Other person role:
	|_|Participant
	Other :(Specify)      

	
	|_|Witness
	

	Notifications

	Client family notified?
	|_|Yes
	|_|No

	Guardian notified?
	|_|Yes
	|_|No

	If yes, who notified guardian
	     

	Guardian Name
	     

	Guardian Address
	     

	Guardian phone
	     

	Event Categories

	
	|_|Dangerous Situations Other
	|_|Restraint

	
	|_|Death
	|_|Rights Violation

	
	|_|Medication Related Event
	|_|Serious Injury to Consumer

	
	|_|Neglect
	|_|Sexual Abuse/Exploitation

	
	|_|Physical/Verbal Abuse
	|_|Suicidal Acts/Attempts/Threats

	Event Categories Details

	Neglect

	Source of Neglect
	|_|Self
	|_|Direct Care Staff

	
	|_|Family Member
	|_|Agency Staff
Other: (Specify)      

	
	|_|Caregiver
	

	Type of Neglect
	|_|Caregiver neglect
	

	
	|_|Deprivation of essential needs
	

	
	|_|Caregiver under the influence
	

	Was Treatment required?   |_|Yes   |_|No

	Treatment Location
	|_|Emergency Room
	|_|Crisis Intervention

	
	|_|Admitted
	|_|Residence

	
	|_|Physician’s Office
	|_|Provider’s office




	Sexual Abuse/Exploitation

	Source of Sexual Abuse /Exploitation
	|_|Family member
	|_|Client to Client

	
	|_|Direct Care Staff
|_|Client as the Aggressor
	|_|Agency Staff
Source of Abuse Other     


	Type of Alleged Abuse
	|_|Visual Aggressor (Exposure)
	Type of Alleged Abuse Other      

	
	|_|Pornography
	

	
	|_|Inappropriate conversations
	

	
	|_|Sexual contact 

	Was Medical Care Offered?
	|_|Yes
	|_|No

	Was Treatment Received?
	|_|Yes
	|_|No

	Treatment Type:
	|_|Emergency Room
	|_|Crisis Helpline

	
	|_|Physician Office
	Other: (Specify)      

	
	|_|Sexual Abuse assault line
	

	Was a forensic assault exam performs?
		|_|Yes
	|_|No




	Death

	Death Type
	|_|Completed Suicide
	|_|Complication to illness

	
	|_|Homicide
	|_|Unexplained death

	
	|_|Natural Causes
	Death Type Other:(Specify)      

	
	|_|Accidental Death
	

	Relationship to Child
	|_|Self
|_|Parent
|_|Sibling
|_|Caregiver
	|_|Other household member
|_|Acquaintance
|_|Stanger (Homicide Only)

	Suicidal Acts/Attempts Threats

	Suicidal Act/Attempt/Threat
	|_|Serious attempt
|_|Gestural attempt
|_|Verbally Communicated
|_|Written Communication

	Treatment Provided as Result of Attempt       
	|_|Yes                 |_| No

	Treatment Location
	|_|Admitted Psychiatric Hospital
|_|Admitted Medical hospital
	|_|Crisis Intervention
|_|Emergency Room

	
	|_|Physician Office
	Other:(Specify)      

	
	
	




	Rights Violations

	Check all the apply
	|_|Behavior Modifications
	|_|Personal Property

	
	|_|Communication
	|_|Physical Exercise

	
	|_|Discipline
	|_|Religious Practice

	
	|_|Humane Treatment
	|_|Social Activity

	
	|_|Medical Care
	|_|Voting

	
	|_|Nutrition
|_|Physical Restraint
	|_|Work
|_|Record

	Medication Related Event

	Medication Event Type
	|_|Dose not administered
	|_|Wrong method of administration

	
	|_|Omission
	|_|Wrong time(>1hr variance)

	
	|_|Wrong dose
|_|Wrong medication
	Medication Event Type Other:(Specify)      

	
Event Reason
	|_|Administration error
	|_|Prescription unfilled

	
	|_|Supply exhausted
	|_|Incorrect chart entry

	
	|_|Forgot
	|_|Non-compliance

	
	|_|Refusal
	|_|Forgot to send with client
|_|Not administered during home visit

	
	Event Reason Other: (Specify)      

	Administered by
	|_|Consumer
	|_|CRMA

	
	|_|Provider
	|_|CMMA

	
	|_|Direct Service Worker
	Administered By Other: (Specify)      

	
	|_|Family Member
	

	Name of Drugs
	1.      
	5.      

	
	2.      
	6.      

	
	3.      
	7.      

	
	4.      
	8.      

	Was Treatment Required as a result of problem?
	|_|Yes          |_|No

	If Yes, Type of Treatment
	|_|Inpatient
	|_|Physician Office

	
	|_|Outpatient
	|_|Emergency Intervention on site

	
	|_|Emergency Room
	

	Was the prescriber contacted
	|_|Yes      |_|No                     
	Date of Contact     

	What Instructions were given by Prescriber?
     




	Physical or Verbal Abuse

	Source of Physical/Verbal abuse
	|_|Self -Injury
	|_|Other Provider Staff

	
	|_|Family Member
	|_|Client to Client

	
	|_|Direct Care Staff
	Source of Abuse Other: (Specify)      

	
	|_|Agency staff
	

	Type of Abuse
	|_|Physical Abuse
	|_|Verbal Abuse

	
	|_|Cruel Punishment
	|_|Domestic Violence

	
	|_|Emotional
	Type of Abuse Other      

	Was the person injured as a result of the abuse?
	|_|Yes            |_|No

	Was treatment required?
	|_|Yes            |_|No

	If Treatment required, Location:
	|_|Emergency Room
	|_|Crisis Intervention

	
	|_|Admitted
	|_|Residence

	
	|_|Physician’s Office
	|_|Provider’s Office

	Restraints

	Behavioral Method 1
	|_|Restraint-Standing
	|_|Isolation

	
	|_|Restraint-Seated
|_|Restraint-Supine

	|_|Involuntary Escort:

	
	Start Time:        
|_|AM or |_|PM
	End Time:      
|_|AM or |_|PM

	Behavioral Method 2
	|_|Restraint-Standing
	|_|Isolation

	
	|_|Restraint-Seated
|_|Restraint-Supine

	|_|Involuntary Escort:

	
	Start Time:        
|_|AM or |_|PM
	End Time:      
|_|AM or |_|PM

	Behavioral Method 3
	|_|Restraint-Standing
	|_|Isolation

	
	|_|Restraint-Seated
|_|Restraint-Supine

	|_|Involuntary Escort:

	
	Start Time:        
|_|AM or |_|PM
	End Time:      
|_|AM or |_|PM

	Behavioral Method 4
	|_|Restraint-Standing
	|_|Isolation

	
	|_|Restraint-Seated
|_|Restraint-Supine

	|_|Involuntary Escort:

	
	Start Time:        
|_|AM or |_|PM
	End Time:      
|_|AM or |_|PM




	Behavioral Method 5
	|_|Restraint-Standing
	|_|Isolation

	
	|_|Restraint-Seated
|_|Restraint-Supine

	|_|Involuntary Escort:

	
	Start Time:        
|_|AM or |_|PM
	End Time:      
|_|AM or |_|PM

	Number of staff involved?       

	Who made decision to initiate restraint?      

	Who authorized method?      

	Who monitored, If isolation?      

	What there Injury to client: |_|Yes or |_|No  Describe Injury to Client       

	Did injury to client require treatment? |_|Yes or |_|No

	What there Injury to staff: |_|Yes or |_|No  Describe Injury to Staff        

	Did injury to staff require treatment? |_|Yes or |_|No

	Debriefing Date:       

	Serious Injury to Consumer

	Serious injury Type
	|_|Lacerations requiring sutures or staples

	
	|_|Bone Fracture
	|_|Serious Burn

	
	|_|Joint dislocation
	|_|Skin wound due to poor care

	
	|_|Head Injury
	Serious Injury Other: (Specify)      

	
	
	

	Cause of Injury
	|_|Fall 
	|_|Origin Unknown

	
	|_|Accident
	|_|Quality of care

	
	|_|Seizure
	|_|Near Drowning

	
	|_|Medical Condition
	Cause of Injury Other: (Specify)      

	
	|_|Treatment error
	

	Where did person receive treatment?
	|_|Emergency Room
|_|Admitted
|_|Emergency Intervention on site
|_|Primary Care
	|_|Urgent Care
 Treatment Location Other: (specify)      

	
	
	

	
	
	

	
	Was client hospitalized as a result? 
	|_|Yes   |_|No




	Dangerous Situations Other

	Specify Type
	|_|Arson
|_|Attempt Suicide
|_|Building rendered inhabitable
|_|Collapse
|_|Criminal Justice Involvement
|_|Explosion
|_|Fire
|_|Flood
|_|Hostage Kidnapping
|_|Infestation 
|_|Injury to staff by client
|_|Loss of home(Disaster)
|_|Loss of missing person
|_|Runaway
|_|Significant Property Damage

	Specific Type Other:

	     

	Why is this event a particular risk to this person

	     

	Were Emergency services Involved?
	|_|Ambulance/Rescue Paramedics
|_|Law Enforcement
|_|Fire Department
|_|Warden Services
|_|Crisis Out Reach
|_|Other Emergency Services
|_|No Emergency Services



Supervisor Signature: _______________________
Date: ___________
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