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   Clinical Incident Report
	Today’s date:      
	Employee completing form:      
	Phone:      


Client or Employee (Circle One) Information:

	Name:      
	Work phone:      
	Home phone:      

	Home address:      
	City/State:      
	Zip:      

	 FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female 
	 FORMCHECKBOX 
 Employee      FORMCHECKBOX 
 Client      FORMCHECKBOX 
 Other

	If SRHD employee:

	Job title:      
	Supervisor:      
	Supervisor phone:      

	If Client:

	Age:      
	Sex:      
	Marital status:      

	Financial responsibility (parent or guardian):      


General Information
	Date of incident:      
	Time of incident:      

	Clinic location:      
	Attending health care practitioner:      

	Reason for visit (if incident involves client):
     

	Injured individual’s condition (physical/mental):

     

	Discovered (state where, when, how discovered; condition of injured individual):
     


	Incident (state fully, clearly, concisely circumstances –  indicate all parties involved and the extent of their involvement): 

     

	Intervention / Type of care:

     

	Hospitalized?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If yes, where?      

	
	If yes, how transported?      


Witness Information:
	Witness (1)      
	Home phone:      
	Work/cell phone:      

	Address:      

	Employed by:      

	Witness (2)      
	Home phone:      
	Work/cell phone:      

	Address:      

	Employed by:      

	Witness (3)      
	Home phone:      
	Work/cell phone:      

	Address:      

	Employed by:      


If required, please provide additional information and attach all pertinent documents.
 Signature
  Date

