COMMUNITY MENTAL HEALTH OF CLINTON-EATON-INGHAM COUNTIES
Incident Report/Confidential Peer Review QA INDICATOR REPORT (IR)
Note: Suspected Abuse/Neglect must be reported to the Office of Recipient Rights Immediately
Revised 9/03

This is a confidential professional/peer review and quality assurance document. Records, data and knowledge, including minutes collected for or
by individuals or comumittees assigned peer review functions are confidential, are not public record, and are not available for court subpoena.

Reporting Staff: (Must be campleted by staff with direct knowledge of event during workday in whick event occurred. (Forwerd
to responsible on-site staff when complete.)

/ ) / / SexM/F
Name of Consurmer Caze f Date of Birth

Where doos consumer reside; Group Home/APC: 03 OvnHome O3 With Family
Name of Home

Date of Event Time of Event Site Where Bvent Oocurred:

Description of Eveait: (Atiach another sheet if additionsl information is required)

I !
Reparting Person’s Name (Print) Signature Date




[ Ol 6 O Criminal At 0 O3 Restiint (BS Only)

1 (O Suiciddl Attempt/Gesture 7. 00 Missing Recipient 1. [ Exposure lo Blood / Body Fluids
3. OO Suicidal Threat § (7 Inepproprate Sexual Activity {1 (OMed Eror
[ Wrong Med / Wrang Person
{1 Wrong Dose {3 Wrong Time (3 Missed Meds
{0 Wrong Route # Dose Brrors
§ (O Homicidal Threat 9. (O Behavioral Procedure Using: 13 (O Medication Error by Pharmacy
(JNETO  CJETO
01 Physical Control Technique Y/N
5. (3 Emeggency Cage for: {J Program Suspension 14 {0 Advers: Medication Reaction
(3 liness (3 Injury OBTP: Y/N Last Date Reviewed: ___
5. (3 Other (descrite):

Comments: (include details of action taken sad outome of even and action taken to prevent reoccurrence- DO NOT REPEAT DESCRIPTION

* Case Manager/Support notified if categories £-11
¢ Guardian notified if categories 15,

¢ Others notified a5 appropriate. Nages;
* Progress note completed

On-Site Staff: : { /
Name (Print) Signature Dite
i CASE MANAGER: (completes this section and forward to the primary reviewer within | business day)
/ ‘ /
Namie (print) Signature / Credentials Date

Additional action needed: N Y (describe):

* Progress note completed and copy sttachied. (I€ not completed, case manager completss)
* Appropriate team metmbers notified

Iv. PRIMARY REVIEWER as designated for each unit by respousible Program Director. (Primary reviewer completes this section within [
business day and forwards to: Secretary of Quality, Customer Service and Recipient Rights, 812 E. Jolly Road, Suite G-10, Lansing MI 4891 Q)

/ /

Name (print) ‘ Signature / Credentials Date
Additional action needed? N Y {describe):
¢ Sentinel Bl Ifyes, deseibe:
* Ifyes, seatinel event form completed?
V. SECONDARY REVIEWER: (Chair Designee of responsible QI monitoring and evaluation Committee completes this section within | business

day and returns to Secretary of Quality, Customer Service and Recipient Rights)

~ Nameé (print) — o Signature / Credefitials ‘ Date

Additional action needed? N Y (describe):

¢ Sentine! Bveal? fyes, describe:
* Ifyes, sentinel event form completed?




