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	STATEWIDE CRITICAL INCIDENT REPORT


Report Number:                               
Client/Resident Name: ____________________________________________   D.O.B.: ______________
Social Security Number: ________________
 FORMCHECKBOX 
 Class Action Lawsuit Member
Specify: ___________________________________________________
Incident Report Sent To:
 FORMCHECKBOX 
 Program Director
 FORMCHECKBOX 
 Chief Medical Officer


 FORMCHECKBOX 
 Secretary for DCF
 FORMCHECKBOX 
 Public Information Officer


Suspect waste, fraud, abuse, misfeasance, malfeasance (F.S. 20.055)?       FORMCHECKBOX 
 Sent copy to I.G. office.

Was Abuse Hotline called?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Law Enforcement Agency Notified?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Specify: ________________________________
Is follow-up required? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Specify: ________________________________
Is there a Death?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, complete page 2.

Section 1:
Background Information

Reporting Date: ______________    Date of Incident: ______________    Time of Incident: ____________
Residence (Name & Address): __________________________________________________________________
Name of Provider/Facility: __________________________________________________________________
Program Office (check all that apply): 
 FORMCHECKBOX 
 Adult Services
 FORMCHECKBOX 
 Family Safety
 FORMCHECKBOX 
 Community


 FORMCHECKBOX 
 Child Care
 FORMCHECKBOX 
 Mental Health
 FORMCHECKBOX 
 Substance Abuse
 FORMCHECKBOX 
 Economic Self-Sufficiency


 FORMCHECKBOX 
 Institution - public
 FORMCHECKBOX 
 Developmental Disabilities
 FORMCHECKBOX 
 Institution - private

Type of Incident: 
 FORMCHECKBOX 
 Employee Related
 FORMCHECKBOX 
 Client Related:  ( FORMCHECKBOX 
 Child      FORMCHECKBOX 
 Adult)

(Check all 
 FORMCHECKBOX 
 1. Death
 FORMCHECKBOX 
 2. Felony Arrest
 FORMCHECKBOX 
 3. Serious Injury

that apply)
 FORMCHECKBOX 
 4. Abuse/Neglect
 FORMCHECKBOX 
 5. Unusual Treatment
 FORMCHECKBOX 
 6. Sexual Assault/Harassment


 FORMCHECKBOX 
 7. Theft/Vandalism/Damage/Sabotage
 FORMCHECKBOX 
 8. Other Critical: _________________________
Summary of Events:  Describe the incident in detail (include location of incident).

     
Section 2:
Planned Corrective Actions/Countermeasures

Indicate all disciplinary, personnel or corrective actions planned or taken, along with date of action.

     
Section 3:
Reporter

Name: ___________________________________________________________________________
Title/Position: _______________________________________  Phone/Pager/Mobile: __________________
 FORMCHECKBOX 
 Initial Form        FORMCHECKBOX 
 Amended Form        FORMCHECKBOX 
 Revised/Changed Form

Signature:_______________________________________________________

Report Number:                               
Section 4:
Death Review Information

Date of Death (MM/DD/YYYY): ______________   Time of Death (0000-2400): ____________
Place of Death: ________________________________________________________________________
Suspected Cause of Death: ________________________________________________________________
Classification of Death


 FORMCHECKBOX 
 1. Natural, expected
 FORMCHECKBOX 
 2. Natural, unexpected
 FORMCHECKBOX 
 3. Homicide


 FORMCHECKBOX 
 4. Suicide
 FORMCHECKBOX 
 5. Accident
 FORMCHECKBOX 
 6. Unknown, explain: ___________________________
Section 5:
Death Review Summary 

Description of events leading to death and include previous department involvement.

     
Did death occur in restraint/seclusion?      FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

Medical Examiner Case?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Autopsy Requested?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, date requested: ______________
Autopsy Done?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending






If yes, date of autopsy: ______________
LIMITED REVIEW REPORT

Report Number:                               
Section 6:
Limited Death Review Summary

Medical Examiner/Physician Cause of Death:

     
Law Enforcement Involvement:  Include charges filed, if any.
     
Prior Adult or Child Protection/Other Related Services:  Briefly summarize all prior departmental or contracted adult or child protection services or other relevant services, such as day care, maternal/newborn or adult health or social services, etc.
     
Florida Safe Families Network/FAHIS Findings:  List all maltreatments and respective findings.
     
Summary of Findings:  Provide a brief description of the findings, major issues related to the death – use extra pages if necessary.
     
Name: ________________________________________________________________________
Title/Position: ___________________________________________   Work Phone: ________________
Signature________________________________________________________________
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