OMHSAS Home and Community Services Information System (HCSIS)

CHIPP Participant Reportable Incident Form

	REPORTING ENTITY INFORMATION



	Name of Provider (Legal Entity Name):  


	Telephone Number:

	Street Address: 



	City:


	State:

  
	Zip Code:
	County:

	Name of Person Completing the Form (and his/her position):


	Telephone Number:



	CHIPP PARTICIPANT INFORMATION (Leave Blank if Site-Level Incident)


	Name of CHIPP Participant:


	Date of Birth:

                
	SSN:



	Citizenship:                       

       FORMCHECKBOX 
 U.S. Citizen              FORMCHECKBOX 
 Permanent Alien          FORMCHECKBOX 
 Temporary Alien 

                                 FORMCHECKBOX 
 Refugee                            FORMCHECKBOX 
 Illegal Alien


	Gender:                       

    FORMCHECKBOX 
 Male           FORMCHECKBOX 
 Female

	Race:      

       FORMCHECKBOX 
 Black or African American    FORMCHECKBOX 
 American Indian or Alaska Native

                         FORMCHECKBOX 
 Asian                                        FORMCHECKBOX 
 White                    

              FORMCHECKBOX 
 Native Hawaiian or Pacific Islander              FORMCHECKBOX 
 Other


	Ethnicity:                       

    FORMCHECKBOX 
 Hispanic    FORMCHECKBOX 
 Non-Hispanic



	Street Address of CHIPP Participant: 



	City:


	State:


	Zip Code:
	County of Residence:



	Living Arrangement:

    FORMCHECKBOX 
 CRRS            FORMCHECKBOX 
 Correction/Detention Facility        FORMCHECKBOX 
 D&A Residential Facility       FORMCHECKBOX 
 Domiciliary Care
                      FORMCHECKBOX 
 Friend’s Home                     FORMCHECKBOX 
 Group Home                      FORMCHECKBOX 
 Homeless                    FORMCHECKBOX 
 LTSR
        FORMCHECKBOX 
 Nursing Home/Nursing Facility                     FORMCHECKBOX 
 Other                FORMCHECKBOX 
 Other Independent Living     
  FORMCHECKBOX 
 Personal Care Home                 FORMCHECKBOX 
 Personal Care Home Specialized/Enhanced               FORMCHECKBOX 
 RTFA     
                   FORMCHECKBOX 
 Relative’s Home                   FORMCHECKBOX 
 Supported Living                FORMCHECKBOX 
 Temporary Shelter 


	INCIDENT INFORMATION



	Date of Incident:        


	Time of Incident :     

                          FORMCHECKBOX 
 a.m.        FORMCHECKBOX 
 p.m.

	Name of Person Initially Reporting the Incident (and his/her position):


	Telephone Number:



	Date and Time the Initial Reporter Became Aware of the Incident:

                                                                                                                                                        FORMCHECKBOX 
 a.m.        FORMCHECKBOX 
 p.m.



	Name of Incident Point Person:



	TYPE OF INCIDENT (Check only the one category and the one corresponding subcategory that best classifies the incident)


	    FORMCHECKBOX 
 Abuse: Individual  

          to Individual
	        FORMCHECKBOX 
 Abuse: Staff  

             to Individual


	           FORMCHECKBOX 
 Death


	              FORMCHECKBOX 
 Fire



	 FORMCHECKBOX 
 Exploitation
	 FORMCHECKBOX 
 Exploitation
	 FORMCHECKBOX 
 Accident
	 FORMCHECKBOX 
 W/ Property Damage

	 FORMCHECKBOX 
 Physical 
	 FORMCHECKBOX 
 Physical 
	 FORMCHECKBOX 
 Homicide
	 FORMCHECKBOX 
 W/O Property Damage

	 FORMCHECKBOX 
 Psychological
	 FORMCHECKBOX 
 Psychological
	 FORMCHECKBOX 
 Natural Causes
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Sexual 
	 FORMCHECKBOX 
 Sexual 
	 FORMCHECKBOX 
 Suicide 
	

	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Other


	

	

	            FORMCHECKBOX 
 Illness
	             FORMCHECKBOX 
 Injury
	    FORMCHECKBOX 
 Law Enforcement  

          Activity


	     FORMCHECKBOX 
 Missing Person

	 FORMCHECKBOX 
 DoH Reportable Illness
	 FORMCHECKBOX 
 ER Tx./Medical Office
	 FORMCHECKBOX 
 Crisis Intervention
	 FORMCHECKBOX 
 Immediate Jeopardy

	 FORMCHECKBOX 
 ER Tx./Medical Office
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Charged with a crime 
	 FORMCHECKBOX 
 Missing over 24 Hours

	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Victim of a crime
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Other
	
	 FORMCHECKBOX 
 Site crime 
	

	
	
	 FORMCHECKBOX 
 Other


	

	

	            FORMCHECKBOX 
 Neglect
	         FORMCHECKBOX 
 Restrictive 

               Procedure


	       FORMCHECKBOX 
 Significant 

            Medication Error
	      FORMCHECKBOX 
 Suicide Attempt

	 FORMCHECKBOX 
 Failure to Provide Care 
	 FORMCHECKBOX 
 Restraint w/Injury
	 FORMCHECKBOX 
 ER Tx./Medical Office
	 FORMCHECKBOX 
 ER Tx./Medical Office

	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Restraint w/o Injury
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Hospital

	
	 FORMCHECKBOX 
 Seclusion
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Other



	INCIDENT INFORMATION (cont’.)

	Was CPR Administered?

    FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Is Incident Location Known? (If “Yes”, state the relationship of the location to the individual, and the location address.)               FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No


	BRIEF DESCRIPTION OF INCIDENT 

(Provide at least the following information:  Where did the incident happen?  What were the circumstances leading up to the incident?)  



	

	  WITNESS INFORMATION 


	Were there witnesses to the incident (other than the Initial Reporter)?                 

          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                             If “Yes”, complete one or more of the following: 

	Name of Witness:
	Relationship to Individual:
	Telephone Number:



	

	Name of Witness:
	Relationship to Individual:
	Telephone Number:



	TARGET INFORMATION (The “Target” is an employee or other person involved in the incident.)


	Were there targets identified for the incident (other than the CHIPP Participant)?                 

          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                            If “Yes”, complete one or more of the following:

	Name of Target:
	Relationship to Individual:
	Current Status:

     FORMCHECKBOX 
 No Change      FORMCHECKBOX 
 Relocated      FORMCHECKBOX 
 Other

              FORMCHECKBOX 
 Suspended        FORMCHECKBOX 
 Terminated                          

	

	Name of Target:
	Relationship to Individual:
	Current Status:

    FORMCHECKBOX 
 No Change      FORMCHECKBOX 
 Relocated      FORMCHECKBOX 
 Other

              FORMCHECKBOX 
 Suspended        FORMCHECKBOX 
 Terminated                           

	  NOTIFICATION INFORMATION 



	Has notification to involved parties been made of this incident (other than via this incident report form?                 

          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                            If “Yes”, complete one or more of the following:

	Family or Type of Agency Contacted: 
            FORMCHECKBOX 
 County MH Program          FORMCHECKBOX 
 County D&A          FORMCHECKBOX 
 County Office of Aging         FORMCHECKBOX 
 Family 
 FORMCHECKBOX 
 Case Manager (Individual/Team)       FORMCHECKBOX 
 Law Enforcement       FORMCHECKBOX 
 PA Dept. of Aging     FORMCHECKBOX 
 PA Dept. of Health
       FORMCHECKBOX 
 PA Attorney General’s Office           FORMCHECKBOX 
 Other (specify):


	Name of Person Notified:

	Date Notified:

	Person Making Contact:
	Additional Information/Comments:



	

	Family or Type of Agency Contacted: 

            FORMCHECKBOX 
 County MH Program          FORMCHECKBOX 
 County D&A          FORMCHECKBOX 
 County Office of Aging         FORMCHECKBOX 
 Family 
 FORMCHECKBOX 
 Case Manager (Individual/Team)       FORMCHECKBOX 
 Law Enforcement       FORMCHECKBOX 
 PA Dept. of Aging     FORMCHECKBOX 
 PA Dept. of Health

       FORMCHECKBOX 
 PA Attorney General’s Office           FORMCHECKBOX 
 Other (specify):


	Name of Person Notified:


	Date Notified:

	Person Making Contact:
	Additional Information/Comments:



	 

	Family or Type of Agency Contacted: 

            FORMCHECKBOX 
 County MH Program          FORMCHECKBOX 
 County D&A          FORMCHECKBOX 
 County Office of Aging         FORMCHECKBOX 
 Family 
 FORMCHECKBOX 
 Case Manager (Individual/Team)       FORMCHECKBOX 
 Law Enforcement       FORMCHECKBOX 
 PA Dept. of Aging     FORMCHECKBOX 
 PA Dept. of Health

       FORMCHECKBOX 
 PA Attorney General’s Office           FORMCHECKBOX 
 Other (specify):


	Name of Person Notified:


	Date Notified:

	Person Making Contact:
	Additional Information/Comments:



	HOSPITALIZATION INFORMATION

(Complete this section only if this incident had a subcategory of “Hospital” on page 2 under Type of Incident). 


	Date of Admission:

	Hospital Name:
	Admitting Diagnosis:


	What occurred during the hospitalization?
 FORMCHECKBOX 
 Observation     FORMCHECKBOX 
 Special Studies     FORMCHECKBOX 
 Surgical     FORMCHECKBOX 
 Other (specify):


	Date of Discharge:
	Discharge Diagnosis:


	Have follow-up appointments been scheduled? 

     FORMCHECKBOX 
 Admitting Physician       FORMCHECKBOX 
 Admitting Psychiatrist 

               FORMCHECKBOX 
 Outpatient Psychiatrist       FORMCHECKBOX 
 PCP      

        FORMCHECKBOX 
 Specialist      FORMCHECKBOX 
 Surgeon      FORMCHECKBOX 
 None


	Were there any changes to the individual’s medication or to the treatment plan? (explain):


	

	DEATH INFORMATION

(Complete this section only if this incident had a category of “Death” on page 2 under Type of Incident). 



	Date of Death:


	Was the coroner contacted?

   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No       FORMCHECKBOX 
 Unknown

	Was or will an autopsy be performed?

   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No       FORMCHECKBOX 
 Unknown

	Indicate what supplemental information exists for this report (and forward hard copies of available documents to the County MH Program and to the OMHSAS Field Office):

      FORMCHECKBOX 
 Autopsy Report                   FORMCHECKBOX 
 Copy of Death Certificate               FORMCHECKBOX 
 (Hospital) Discharge Summary

                      FORMCHECKBOX 
 (Lifetime) Medical History           FORMCHECKBOX 
 Results of recent health and medical assessments

 FORMCHECKBOX 
 Results of most recent physical exam      FORMCHECKBOX 
 Other (specify):


	Was the individual hospitalized just prior to death?

      FORMCHECKBOX 
 Yes              FORMCHECKBOX 
 No              FORMCHECKBOX 
 Unknown



	CORRECTIVE ACTION INFORMATION 



	Will there be corrective action in response to this incident?        

      FORMCHECKBOX 
 Yes              FORMCHECKBOX 
 No             


	Corrective Action (specify):


	Name of Responsible Person:

	Completion Date/Expected Completion Date:


	FOR COUNTY MH/MR PROGRAM USE ONLY:

  Date and time the Incident Report Form was received by the County:                                FORMCHECKBOX 
 a.m.      FORMCHECKBOX 
 p.m.

  Date the incident was reported by the County in HCSIS:

  Date the County reviewed /updated consumer’s HCSIS Demographic and CHIPP screens: 
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