CATHOLIC CHARITIES
INCIDENT/ACCIDENT REPORT

Please fill out form immediately.
Send 1 copy to Division Director; 1 copy to Associate Director.

1) Incident Date: !/ /  Time: AM/PM  Incident location:
mo/day/yr

2) PERSON(S) INVOLVED:

Name: Client: Employee: Other: Specify:
Age: Sex:
Injury: No Yes Ifyes describe:

3) FACTUAL REPORT OF INCIDENT: TYPE OF INCIDENT: (See reverse side)

4) LIST OF WITNESSES: (including all staff involved)

Any staff injuries Y N
If yes, complete separate Workers’
Comp First Report of Injury or Illness

>) IMMEDIATE CORRECTIVE ACTION TAKEN:

PERSON(S) NOTIFIED:
ADMINISTRATIVE STAFF NOTIFIED: Y N TIME: AM/PM
POLICE: Y N  TIME: AM/PM  FAMILY: Y N TIME: AM/PM

STAFF RESPONSE WHEN NOTIFIED:

6) REPORT PREPARED BY: DATE: TIME: AM/PM
Signature

DATE: ‘ TIME: AM/PM

INJURED PARTY’S SIGNATURE

ADMINISTRATOR’S SIGNATURE



CLIENT

01 Assaultive/Agitated

02 Seculsion

03 Injury to Client

04 Client Fall

05 Self Harm/Mutilation

06 Medical Emergency

07 Confiscation of Contraband
08 Transport for Medical Care
09 Death

TYPE OF INCIDENT
STAFF
10 Staff Fall
11 Confidentiality/Breach
12 Policy Not Followed
13 Injury to Staff (WC form to be
filled in)
OTHER
14 Theft/Property Missing
15 Property Damaged
16 Fire
17 Utilities Failure
18 Visitor Injury
19 Other

ADMINISTRATIVE REVIEW/INVESTIGATION:

CORRECTIVE ACTION:

Effective 8/00



