
 SEQ CHAPTER \h \r 1K'IMA:W MEDICAL CENTER

INCIDENT REPORT

DO NOT DUPLICATE

This report is CONFIDENTIAL and intended to be used only for the improvement of quality care and/or staff education. It will not at any time become part of a patient or personnel record.

TYPE OF INCIDENT (CHECK ALL WHICH APPLY)

INJURY/SAFETY
 [ ] EMPLOYEE INJURY

[ ] VISITOR INJURY

[ ] PATIENT INJURY

[] back strain
[] Assault
[] fall
[] Personal article loss/damage

[] Extremity injury
[] Eye damage
[] Utility Problem
[] Equipment Malfunction

[] Needle stick
[] Burn
[]  Security Incident
[] Equipment unavailability

[] Laceration
[] Property/equipment
[]  Damage/Loss
[]  Other
MEDICATION ERROR
[] Wrong patient
[] Route
[] Transcription

[] Dose

[] Omitted dose(s)
[] other
[] Drug

[] Repeated dose(s)

[] Time/rate
[] Unordered
Attending Physician __ ____________________________

RISK
[]Allergies/adverse drug reaction

[] Discharged against medical advice (AMA)

[]Unexpected death

[] Patient attempted suicide or suicidal.
[]Cardiac/respiratory arrest

[] Skin breakdown

[]Failure to regain consciousness

[] Release of medical record and/or information without

[]Wrong procedure

     proper authorization

[]Wrong patient for procedure

[] Physical or sexual abuse of patient

[]Damage to a body part during an invasive 
[] Communicable Disease Exposure

     Procedure

[] Other (Specify)________________________

[] Informed consent not obtained when required.


[] Patient or patient representative threatens legal action.
Event date ______________   Time of event _______ a.m.  p.m.    Exact location of event:                                                                 
 

Person affected: [] Outpatient     [] Employee     [] Visitor


DESCRIPTION OF EVENT   (no opinions)

	


NAME OF AFFECTED INDIVIDUAL:




SAFETY MANAGEMENT ENTRY RECORD

Send to Safety Officer
Date event was reported to Safety Officer:_______________
Time_____________   a.m.  p.m.

Sent to ____________________________for further review on date:_______________________

Send to CEO
Date event was reported to CEO: ______________________
Time_____________   a.m.  p.m.

CEO Signature:____________________________________
Date:_____________________

SUPERVISOR REVIEW
If employee injury, do you anticipate that the employee’s injury will result in time off work?   [] yes  [] no

Job title of injured employee: _________________________________________

ACTION TAKEN:
[] Attending MD notified.  MD name __________________________________
[] Time of MD notification noted in progress notes
[] Med error noted on MAR and in progress notes

[] Employee counseled

[] Corrective plan (specify):
Supervisor’ Signature:______________________________
Date:_____________________
ADDITIONAL CORRECTIVE PLAN

(To be completed by a second supervisor, this section to be completed when more than one department is involved):

	

	


Supervisor’ Signature:______________________________
Date:_____________________
ATTENDING PHYSICIAN REVIEW (if applicable):
[] Not Applicable

	Harmful effects:

	


If employee injury, do you anticipate that the employee’s injury will result in time off work?   [] yes  [] no

If patient injury, do you anticipate that the patient’s injury will increase the patient’s medical needs?   [] yes  [] no

	Other:

	


Physician’s Signature:______________________________
Date:_____________________

QUALITY ASSURANCE REVIEW

	Comments:

	

	

	


Signature:________________________________________
Date:_____________________

