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agency for persons with disabilities
State of Florida




 APD 10-002


INCIDENT REPORTING FORM

THIS DOCUMENT IS SUBJECT TO CONFIDENTIALITY REQUIREMENTS AND SHOULD BE HANDLED ACCORDINGLY
APD STAFF USE ONLY: 

 
Region:


    Field Office #:


REVIEWED BY:       


REVIEWED DATE:     
ADDITIONAL STAFF REVIEW: 

FORWARDED TO:
Medical Case Manager       
 
Regional Operations Manager      
APD Behavior Analyst        
 
Deputy Director of Operations 


INITIAL REPORT:  FORMCHECKBOX 







            FOLLOW-UP ONLY:  FORMCHECKBOX 

	PERSONS INVOLVED
	NAME
	DATE OF BIRTH
	SEX
	PIN #
	RELATIONSHIP TO APD

	
	     
	     
	 
	     
	     

	
	     
	     
	 
	     
	     

	
	     
	     
	 
	     
	     

	
	     
	     
	 
	     
	     

	
	     
	     
	 
	     
	     

	
	     
	     
	 
	     
	     


Date of Incident:      

Time of Incident:     


County:      


 FORMCHECKBOX 
Hotline Called


 FORMCHECKBOX 
Law Enforcement Involved

 FORMCHECKBOX 
Parent/Legal Rep. Notified

 FORMCHECKBOX 
DCF Notified (if in DCF custody)
 FORMCHECKBOX 
 ROM/ Designee Notified

 FORMCHECKBOX 
 WSC Notified
CRITICAL INCIDENT – Must be reported immediately

 FORMCHECKBOX 
 Unexpected Client Death
 FORMCHECKBOX 
 Life Threatening Injury

 FORMCHECKBOX 
 Sexual Misconduct

 FORMCHECKBOX 
 Media Involvement

 FORMCHECKBOX 
 Violent Crime Arrest
 FORMCHECKBOX 
 Verified Abuse Report

 FORMCHECKBOX 
 Missing Child/Incompetent Adult
REPORTABLE INCIDENT – Must be reported by next business day

 FORMCHECKBOX 
 Expected Client Death
 FORMCHECKBOX 
 Altercation
 FORMCHECKBOX 
 Client Injury

 FORMCHECKBOX 
 Missing Competent Adult

 FORMCHECKBOX 
 Suicide Attempt
 FORMCHECKBOX 
 Baker Act

 FORMCHECKBOX 
 Non-Violent Crime Arrest

 FORMCHECKBOX 
 Other

	INCIDENT LOCATION

	 FORMCHECKBOX 
  Licensed Home     FORMCHECKBOX 
  Community Based Service     FORMCHECKBOX 
  Supported Living     FORMCHECKBOX 
  Family Home                FORMCHECKBOX 
  DDDP                         FORMCHECKBOX 
  School                                         FORMCHECKBOX 
  Other

	PROVIDER INFORMATION
Complete information with no abbreviations

	Name of Facility or Provider:                                
	Address:     

	Telephone Number:     
	Date of This Report:     


DESCRIPTION OF EVENT

WHO, WHAT, WHEN, WHERE, HOW, ANY INJURY OR TREATMENT PROVIDED
                                                            





















Person Reporting:     



Phone:     
Reviewing Supervisor:                             

Phone:                    
Waiver Support Coordinator:                

Phone:      
FOLLOW-UP REPORT

(This section must be completed within 90 days of the incident)
	PERSONS INVOLVED
	NAME
	DATE OF BIRTH
	SEX
	PIN #
	RELATIONSHIP TO APD

	
	     
	     
	  
	     
	     

	
	     
	     
	  
	     
	     

	
	     
	     
	  
	     
	     

	
	     
	     
	  
	     
	     

	
	     
	     
	  
	     
	     

	
	     
	     
	  
	     
	     


Date of Initial Incident:
     




Date of Follow-Up Report:
     
Briefly describe follow-up measures taken (Corrective, Legal, Medical, Disciplinary, or other measures) since incident was last reported (include dates if applicable): 
                                                         



































Immediate/Follow-up Action Taken by Region (if applicable):
                                                       



































Person Reporting:                       



Phone:                           
Reviewing Supervisor:                     


Phone:                                          
Waiver Support Coordinator:                      

Phone:                           



	APD Only
	Lead/Backup Staff on Follow-Up

	
	     

	
	     

	
	     

	
	     

	
	Plan of Remediation Initiated:    FORMCHECKBOX 
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