Nevada DHCFP Serious Occurrence Report
Program Origin: [ JPCS [_IWIN [_ICHIP []ID [_JAL [ JPAS [ JHM [_IMFP [_JOTHER [_INon Waiver

Recipient’s Name: Last: First: Medicaid ID #:

Address: Phone #:

Provider Agency and ID #: DOB:

Person Reporting: Relationship: Date of Discovery:
Agency Supervisor: Date/Place of Occurrence:
[ JUNPLANNED HOSPITAL VISIT/ER Facility

Reason: []Injury (please complete injury section) [lliness [ ]Pain

[_JINJURY or FALL REQUIRING MEDICAL INTERVENTION

Type of Injury: [Bruise [_]Abrasion/cut [_]Fracture/dislocation [_]Sprain/strain [_|Swelling/edema  [_|Skin Tear
[JFall []Other (please note): Pain Location:
[INo visible signs of injury

Person(s) involved in Injury: [ ]Self-Accident [ ]Self-Inflicted (non accident) [_JFamily Member
[ JRoommate [ |Staff Member [ ]Other (please note):

Was provider/staff at the residence at the time of this incident? [ ]Yes [ INo

Could the fall or injury have been prevented? [ ]Yes [ INo How?

[ JALLEGED PHYSICAL, VERBAL, EMOTIONAL, SEXUAL ABUSE OR HARASSMENT (to or from
recipient) Note: All state laws regarding authority notification must be followed, if applicable

Type of Incident: [ _INeglect [ ]Self Neglect [ ]Physical Abuse (fill out injury section above if applicable)
[ JVerbal Abuse [ ]Sexual Harassment [ |Sexual Abuse [ Jisolation

Alleged Victim: [_|Recipient [ |Staff Member | Alleged Perpetrator: [ JFamily Member [_|Staff Member

[ ]other: [ IRecipient [ ]Other:
[ ]SUICIDE THREAT [ ]SUICIDE ATTEMPT
[ ]Medical or Police Contacted [ ]Medical or Police Contacted

[ JCRIMINAL ACTIVITY resulting in police

[ JLEGAL INVOLVEMENT including possible lawsuits
report or arrest

[ JALLEGED THEFT [ JALLEGED EXPOITATION

Type: [_IMoney Amount: $ [ IProperty: [ lother: Alleged Perpetrator:

[ IMEDICATION ERROR

[ Iwrong Medication [ ]Wrong Dose [ |Wrong Person [ JWrong Time of Administration [ ]Other (explain)

[ ]LOSS OF CONTACT with recipient for more than 3 scheduled days

[ [ELOPEMENT of any recipient residing in a 24-hour service setting

[ IDEATH [ |Recipient [ Significant Caregiver

(Please provide any applicable information)
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[ JOTHER
Type of Incident: [_JHIPAA Violation [ ]Major Property Damage [ ]Auto Accident [|Staff Injury/lliness/Accident
requiring Medical Attention [_|Environmental Incident requiring Emergency Response [_|Media Inquiry

Action Taken to Protect and Reduce Future Risk:

EPS/CPS Notified? [ JYes [ JNo | Date: Name: Phone:
Law Enforcement Notified? [ JYes [ JNo | Date: Name: Phone:
Guardian/Responsible Person . ) )
Notified? [ JYes [ JNo | Date: Name: Phone:

Medicaid or Waiver Personnel [Jves [INo | Date: Name: Phone:

Notified?

Comments/Details: (who, what, when, where, event #, etc.)

Please attach police report, incident statement, or any other documentation if applicable.

Printed Name of Reporting Agency Supervisor:

Signature of Reporting Agency Supervisor:

Date:

Medicaid/Waiver Use Only:
Follow-up required [ ]Yes [JNo [lEntered into Database [ Initials:
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