GEAUGA COUNTY BOARD of DD           
(Unusual Incident Report)

Name: __________________________________   Date of Incident: ___________________________

                                                                                  Time of Incident: ___________________AM/PM

Incident for: ______Child ______Adult 

PROGRAM

______Supported Living ____________                                                       ______Transportation

______Adult Services/MSI                                                                            ______Community Support

______ICF (A, B, C, D)                                                                                 ______Recreation

______School                                                                                                 ______Dillen

______Community Employment

____________________________________________________________________________________________________  

TYPE OF INCIDENT

(Check all that Apply)

______Behavior                                      ______ Ingestion of Foreign Object          ______ Choking

______Seizure                                         ______ Body Mark                                    ______ Victim

______Physical Aggression                    ______ Verbal Aggression           
          ______ Fall/Slip

______Sexual Incident                            ______ Medical Issue                                ______ SIB Behavior
______Medication Error                         ______ Missing/Awol                                ______ Death

______Other__________________________________

Description of Incident:_____________________________________________________________________________________
________________________________________________________________________________________________________



________________________________________________________________________________________________________

Immediate Action Taken___________________________________________________________________________________
________________________________                           _________________________________   ______

Staff (Print Name)                                                               (Signature)                                                   (date)

 Does Client have Behavior Support Plan?  Yes     No

Reviewers Comments:

________________________________________________________________________________________________________                                                                                                 

                                                                                                       ________________________________

                                                                                                         (Reviewers Signature)

(Community Support Use Only)

QA Review By: __________________________     _________                                   

                                                                                      (Date)

	Client Rights  ____
Follow up        ____

MUI                 ____


Incident #: _____________________________                                              

Revised

3/27/06
____Copy To CSS








