State of Connecticut DDS - Incident Report — Form 255 Critical Incident? Oves ONo

1 - Client Name: DDS#: Incident Date: __/__/
Responsible Provider: Date of this Report: _ /[ DDS Case Mgr Name:
Responsible Program: ORes, ODay, OOther, Rdid#:

If not directly at responsible program: O COMmunity, OFam Home Visit, ORECreation/leisure, OVEHicle, OOTHer:
Service Group: Olntellectual Disability, OAutism Spectrum Disorder, DOBRA

2a-INJURY OObserved ODiscovered at: __:_ OAm OPm , Time of treatment: __:_  OAm OPm
If different than incident date; Treatment date: _ /_ /

Cause: OADaptive Eq OEAting Behavior [OFOod Consistency OMotor Vehicle OSeLF caused
OASsaUlt OENVironment OINGestion of foreign material OREStraint OSHAving
OBUMped Into  OEXPosure OlInSect Bite OSCRatching/picking OUNDetermined
OCLOthing OFALL OMEdical Procedure OSElzure OOTHer:

Injured by whom: OACCIident by client, Dother CLIent, OFAMily member, OSIB, OSTAff, DUNKnown, OOTHer:

Type: OABRasion/scrape = OBLEeding OCHOKking OFRActure OPUNCcture OSPRain/strain
OAIRway obstructed [OBRUise gcuT Oindication of PAIn  ORASh/hives Oswelling/ EDEma
OBITe OBuRN ODISlocation OPOIlson OOTHer:

Severity of injury: OMODerate (nurse/MD treatment), OSEVere (hospital, ER/admission), ODEAth

Treatment provided, highest level: ONONe, OSeLF, OFAMily, OSTAff/LPN, ORN NURse, OPHYsician/other medical, O ER/HOSpital
Body part(s): OABDomen [OBUTtocks OEYE LORO OGENitals OINTernal OMouTH OSHOulder LORO OTONgue

(up to 3) OANKle LORO OCHEst OFACe OHANd LORO OKNEe LORO ONECk  OTEEth 0O WRIst LO RO
and check LorR JARM LORO OEAR LORO O FINgers LORO OHEaD OLEG LORO ONOSe OTHRoat
OBACK O EIBowLOJRO OFOoT LORO OHIP LORO OLIPs ORECtum OTOE LO RO

2b — UNUSUAL - All dangerous / life threatening, illegal, police/fire, significant first/rare. Also ‘significant behavior not covered by program/guideline’

Time: —— O AmM OPm
Type: COACCident no apparent injury OFire No Emg Response O0PSych ER Admit OVictim Forcible Rape
Oaccident VEHicle no apparentinjury  Omedical ER Admit OPSych ER No admit OVictim PHysical other
OAggressor PHysical alleged Omedical ER No admit [OReFused Medication OVictim Theft /Larceny
OAggressor SeXual alleged OdPICa O Self ENdangering/sib OVictim SeXual other
OAWoL / Missing Person OPolice ARrest OVictim Aggravated Assault OWrong Food Consistency
OFIRe Emergency Response OPOLice no-arrest OBEHavior other:
2¢ — RESTRAINT Final Date OUT: _/_/  ,Either: TimeIN:__: OAm OPm, Time OUT:__:_ OAm OPm
Or, if approved multiple type (see approved list): Total Hrs: _ Min: __ and Total Occurrences: __
Restraint(s): OB-Safety Belt OFLoor control-Supine (Face Up) OSafety CuFfs ONon-Standard Not-approved
(up to 4) OBody boaRD OFour-PoinT OSitting Floor Control
OCHEmical OLifted And Carried OStanding Restraint Holds
OESCort OPHysical Isolation ONon-Standard Commissioner approved
Behavior(s): OAGgressorto Client  OPICa ORUNnNing away
(up to 4) OAGgressor to Staff OProperty Destruction OSELf-endangering
ODISruptive behavior OREMove sutures,tubes,etc OSelf Injurious Behavior
Status: OEmergency OPrc/hrc approved Person(s) Applying:
Injury caused by restraint: OYes ONo |[In-Charge during: Authorizing signature:

Monitoring, at least every 30 min: OYes OONo | Person(s) Removing:
Exercise, at least 10 min every hr: OYes ONo [ Emergency restraint trauma check within 24 hrs by:
3 — Summary / Comments include events surrounding / interventions:

Oalso see attached

Reporter's Nameftitle: ___ Oentered in log book/notes
Reporter’'s Relationship to client: OFamily, Abuse / Neglect suspected?: OYes ONo, if “yes”; Reported:__ /_/  to:__
O self, O Staff, DOther: Person Completing form Signature:

4 - Supervisor review: on. _ [ [ Follow-Up:

[Oteam to review [Jguardian/PRRP notified [Jalso see attached

Other review: on: [ [/ Follow-Up:
Critical Incident? O Yes O No, if “yes” immediate phone call to DDS Regional Administration required. Completed:  / /

[ client file, [J DDS data entry, (] DDS case manager CAMRIS entered on__/__/ by December 2014
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