
INC      INCIDENT REPORT 
 
Name of Individual: 
 
 

 Name of Practitioner or  
Facility providing initial 
Treatment: 

 

Names of other witnesses or 
people directly involved: 
 

 
Date of contact: 

 

Date of incident: 
 

 Time of contact:  

Time of incident: 
 

 

Location of incident: 
 

 

Name of Point Person: 
 

 

Date of Point Person Notification: 
 

 

Nature and content of initial 
treatment/evaluation:  

 

Time of Point Person 
Notification: 
 

 

Name of initial reporter (Staff 
who called point person): 
 

 

Name and address of Hospital 
if individual was Hospitalized: 

 

Description of the incident: 
(Please attach Descriptions from 
all staff or family living members 
who were present at the time of 
the incident): 
 
 
 

 

Actions Taken by Staff: 
 
 
 
 
 
 
 

 

Specific description of injury if 
applicable (cause and effect chart 
specific body part on other side): 
 

 

Update of Individual’s status: 
 

 

Change classification or 
additional info on nature of the 
incident: 

 

Name of Practitioner(s) involved 
in additional medical 
treatment/evaluations: 

 

Date of treatment/evaluation:  

Time of treatment/evaluation:  

Nature of treatment/evaluation:  

If hospitalized, admitting 
Diagnosis(s): 

 

Estimated or actual discharge 
date: 

 

Discharge Diagnosis(s):  

#__________________________ 



 

Description or Injury: 
Right ______ Left ______ Front ______ Back ______ Top _____ Bottom _____ 
 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 


