CSB Unusual Incident Report Form
ADAMH Incident Report may be submitted in lieu of this form


	Date Incident Submitted to CSB:


	Date of Discovery of Incident:


	Client CSP Number (if no CSP # use other identifier):


	Provider Type:

 Other: ___________________ Housing                       Shelter                        

	Provider Name and Location  (Address) of Incident:



	Provider Telephone Number:

	Provider E-Mail Address:


	Name/Title of Person to Contact regarding the Incident:

	Telephone Number if Different from Provider Number Above



	Incident Date:

	Incident Time (if unknown, indicate such):

	Incident:
 Death

       Accidental

        Natural Causes

        Unknown

 Suicide

 Attempted Suicide

 Homicide/Suspected Homicide by Client

 Serious Bodily Injury needing professional medical    

     attention

       Self-Inflicted Injury

        Physical Assault Injury

       Accidental Injury

        Illness-Related

       Unknown

 Abuse and Neglect by Staff, including allegations

       Physical 

       Verbal

        Defraud

       Use of Force

 Sexual Assault, including allegations

 Medication-Related

       Error

        Adverse Reaction

 Other: _________________________________



	
	

	Notifications Made (select all that apply):
 Children’s Services Board
 CSB                                           
 Law Enforcement
 Family/Guardian                         
 Coroner
 Doctor                                        
 Other: ___________________________________________________

 Other: ___________________________________________________


	

	Was the Client/Resident:

 Both Perpetrator                                      Victim                                         

	

	Race/Ethnicity:
 White
 Asian                                          
 Hispanic
 Black/African American               
 Bi/Multiracial                       
 Alaskan Native                            
 Unknown
 Native American                          
 Native Hawaiian/Pacific Islander


	

	Age:

	Gender:
 Female
 Male                

	

	Others Involved in the Incident:

 Another Resident/Client: _______________________________________

 Family/Guardian:_____________________________________________                         

 Staff Person: ________________________________________________                                   

 Unknown: ___________________________________________________

 Other: ______________________________________________________


	

	
	Incident Type:

 Medical                   

 Violence                   

 Theft

 Drug-Related

 Alcohol-Related

 Destruction of Property
 Weather-Related (flood, tornado, etc.)

 Bomb Threat:   

 Other: _________________________________



	Was anyone injured as a result of the incident:

 No
 Yes                                              
If yes, please comment: _________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________


	

	Additional Comments, if Applicable (continue on back if necessary)



	Printed Name and Signature of person completing Incident Report Form:


	Date Report Completed:




Please fax within 24-hours of discovery of incident the completed form to the Community Shelter Board at 614-221-9199

Attention: Programs and Planning Department

(Revision date: January 23, 2012)


