DD-191 (12-95)

ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Division of Developmental Disabilities

INCIDENT REPORT SITE CODE

- Completed by HRT Staff

[JCDH [JADH []SRP-MIC []Other Confidential Information ( P y )
PART I
Part I completed as an: [] Incident Report
[] Emergency Measure Report (4rticle 9 only)
Part I, I, and III completed as an: [] Unusual Incident Report
AFFECTED CLIENT’'S NAME (Last, First, M.L.): 1.D. NO. BIRTH DATE
CLIENT’S ADDRESS (No., Street, City, State, ZIP): DD DIAGNOSIS FOSTER CARE
[Jyes [] No

AFFECTED EMPLOYEE’S NAME (Last, First, M.1.) JOB TITLE / WORKING TITLE PHONE NO.
EMPLOYEE’S BUSINESS ADDRESS (No., Street, City, State, ZIP): IMMEDIATE SUPERVISOR’S NAME PHONE NO.

RESIDENTIAL PROVIDER’S ADDRESS (No., Street, City, State, ZIP):

RESPONSIBLE PROVIDER AT TIME OF INCIDENT (address):

TYPE OF SERVICE:

DATE OF INCIDENT: TIME OF INCIDENT:

SUPPORT COORDINATOR’S NAME:

NOTIFIED
[ Yes ] No

TIME OF NOTIFIED PHONE NO.

BRIEFLY DESCRIBE INCIDENT (include what happened before, during and after the incident, emergency procedures used and name(s) of witness(es). ):

If more space is needed, use Incident Report Continuation form (next page of this document)

LOCATION OF TREATMENT (Provider’s name and address):

REQUIRED HOSPITALIZATION
[ Yes []No

PARENT OR GUARDIAN NOTIFIED (If yes, name of person notified):
[JYes [JNo

NOTIFIED BY (Name):

HOW AND WHEN WAS NOTIFICATION GIVEN:

IF NOTIFICATION WAS NOT GIVEN, EXPLAIN WHY:

SIGNATURE OF PERSON COMPLETING REPORT:

DATE:

ACTION TAKEN:

SUPERVISOR OR DESIGNEE'’S SIGNATURE:

DATE:

ACTION TAKEN:

COMMENTS:

Copy: Support Coordinator

Equal Opportunity Employer/Program
Available in alternative formate 602-542-6825 ¢ TDD 1-800-367-8939



DD-191 (12-95)
ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Division of Developmental Disabilities

INCIDENT REPORT CONTINUATION
Confidential Information

AFFECTED CLIENT'S NAME (Last, First, M.1.): DATE

PAGE OF
AFFECTED EMPLOYEE’S NAME (Last, First, M.1.) JOB TITLE / WORKING TITLE
ADDITIONAL COMMENTS:

Equal Opportunity Employer/Program
Available in alternative formate 602-542-6825 ¢ TDD 1-800-367-8939



DD-191 (12-95)

COMPLETION INSTRUCTIONS FOR DD-191
INCIDENT REPORT - PARTI

A. Purpose. To record and notify Department of Economic Security (DES) personnel of an incident or
emergency measure.

B. Completion. Part | should be completed by the person observing the incident indicating whether
the report is an Incident Report or an Emergency Measure Report of Article 9 only.

1. Whether or not the reporting person believes the incident warrants an Unusual Incident
Report (UIR), he/she calls the designated district staff person as soon as possible, but no
later than 24 hours after occurrence.

2. Describe the incident clearly and objectively. Describe only what you saw and not opinion.
Add continuation sheets if necessary.

3. Do not reference other clients by name. Use initials if necessary.
4. Complete and route the Incident Report within 24 hours of occurrence.
C. Distribution. If the District elects to use Part | as the Article 9 Emergency Measures Report, a copy
of the Emergency Measure Report (Part | only) is to be forwarded within one (1) working day to the
Program Review Committee chairperson, support coordinator, Human Rights Committee

chairperson, and responsible person.

D. Retention. The original is retained in the client’s case file until the file is destroyed.

Equal Opportunity Employer/Program
Auvailable in alternative formate 602-542-6825 ¢ TDD 1-800-367-8939



