

Attachment H


STATE OF CONNECTICUT

DEPARTMENT OF MENTAL RETARDATION

DMR 255,  255m, 255OH/Fam: Incident Report

Follow-Up Form

	Client Name:____________________________ DMR # __________    Incident Date: _____/_____/_____

Address: ____________________________________________________________________________    

Date Follow-up Initiated:  ____/____/____                          Date Follow-up Completed:  ____/_____/_____

	Type of Incident (Check all that apply):      Critical Incident?  ____Yes ____NO

     ___ Injury  ___ Restraint   ___ Unusual Incident   ___ Med. Error:  Describe:____________________

_____________________________________________________________________________________



	Family/Guardian Notified: Name: __________________________________      Date: ___________

Comments: ____________________________________________________________________________

______________________________________________________________________________________



	Supervisor Review:

Name: ____________________

Title: _____________________
	Date:

 ___________
	Corrective Actions: ________________________

________________________________________

________________________________________

________________________________________

	Referrals as applicable (e.g. PRC, Physician, Nurse, A/N):  List all and Comment: ___________________

_____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



	

	Follow-up Actions, Describe: _____________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

	Resolution:      

Resolved?   _____Yes   ______No                  Resolution/Completion Date: _____/_____/_____

If no, explain, list further actions as necessary:________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

	Other Review:



	Person Completing Form:  

Signature: ___________________________   Title: _____________________  Date:  ____/____/____


Cc:   Client file; Client Program file; Case manager; Others as appropriate (e.g., RN, PRC, etc.)
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