MEDALLION HOME CARE OF DE DE3.3A — INCIDENT REPORT FORM

TO BE COMPLETED WITHIN 24 HOURS OF INCIDENT

DEMOGRAPHIC INFORMATION FOR PERSON INVOLVED IN INCIDENT

FULL NAME: SSN:

ADDRESS: PHONE:

DATE OF BIRTH: GENDER: OM OF
INFORMATION PERTAINING TO THE INCIDENT

DATE OF INCIDENT: TIME OF INCIDENT:

PERSON REPORTING: PHONE NUMBER:

LOCATION OF INCIDENT:

INCIDENT TYPE:
O FALL O ACCIDENT/INJURY O PROPERTY DAMAGE O MEDICATION/TREATMENT ERROR
O OTHER:

INCIDENT DESCRIPTION (WHAT, HOW, FACTORS LEADING TO INCIDENT, SUBSTANCES/OBJECTS INVOLVED):

INCIDENT WITNESSES NAMES, RELATIONSHIP AND CONTACT INFORMATION (PUT N/A IF NONE):

WITNESS ACCOUNT OF THE INCIDENT:

MEDICAL TREATMENT PROVIDED? [ YES O NO O REFUSED TREATMENT
IFYES, WHERE: [0 ER [ URGENTCARE [ PHYSICIAN [ OTHER:

SUMMARY OF ACTION TAKEN AND FOLLOW-UP:

REPORTER INFORMATION

NAME: TITLE:
SIGNATURE: DATE:

REVIEWED BY
NAME: TITLE:
SIGNATURE: DATE:
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