Indiana State Department of Health

Health Care Quality and Regulatory Commission

Incident Reporting Form – 01/08/2016
Only to be used if online Reporting system is nonoperational, AND MUST BE INCLUDED IN UPLOAD A DOCUMENT SECTION WHEN ENTERED IN GATEWAY
1. Name & Title of Reporter:       

2. Name of Facility:      
3. Address of Facility:      
4. Facility Phone:      

Incident Date:      
Incident Time:      
5. Type of Incident: (See Incident Reporting Policy for details/examples)
	X
	Check all that apply:

	 FORMCHECKBOX 

	Abuse
	 FORMCHECKBOX 

	Fractures
	 FORMCHECKBOX 

	Death

	 FORMCHECKBOX 

	Involuntary Seclusion
	 FORMCHECKBOX 

	Burns
	 FORMCHECKBOX 

	Utility Interruption

	 FORMCHECKBOX 

	Mistreatment
	 FORMCHECKBOX 

	Choking
	 FORMCHECKBOX 

	Structural Damage

	 FORMCHECKBOX 

	Neglect
	 FORMCHECKBOX 

	Injury that limits normal activity
	 FORMCHECKBOX 

	Infestation

	 FORMCHECKBOX 

	Injury of Unknown Source
	 FORMCHECKBOX 

	Physical Restraint Injury
	 FORMCHECKBOX 

	Robbery/burglary

	 FORMCHECKBOX 

	Misappropriation
	 FORMCHECKBOX 

	Suicide attempt
	 FORMCHECKBOX 

	Other:  Brief description

	 FORMCHECKBOX 

	Epidemic Outbreak
	 FORMCHECKBOX 

	Equipment Malfunction Injury
	

	 FORMCHECKBOX 

	Poisoning/Bioterrorism
	 FORMCHECKBOX 

	Elopement
	

	 FORMCHECKBOX 

	Fires
	 FORMCHECKBOX 

	Medication Error
	


 6. Injury:       
	 7. Name of Resident(s) Involved:
	 8. Name of Staff & Title Involved:

	1.      
	1.      

	2.      
	2.      

	3.      
	3.      

	4.      
	4.      

	5.      
	5.      


9. Immediate Action Taken:      
10. Email completed form to: incidents@isdh.in.gov. 
NOTICE: Detailed information must be submitted in the Online Incident Reporting System through the ISDH Gateway – https://gateway.isdh.in.gov/. 

Note: Failure to make a report in the online system after an email may result in an unreported incident.

