
Scioto County Board of DD - Incident Report 
PLEASE CHECK ONLY ONE BOX:                 UI                                           POSSIBLE MUI 
Provider Agency  Name & Address: 
 

Individual’s Name:   DOB:  
Address:  City/County:  

Date of Incident:  Time of Incident:  AM  PM  
Location of Incident (e.g., home in bathroom, at the mall, lunchroom at work): 
 
Description of Incident (Who, What, When, Where, Why, How):  **More space on the back if needed** (Describe only the facts 
& what you saw, not what you think happened – Do NOT draw conclusions.)  
 

Injury – Describe Type & Location: 
 

Immediate Action Taken to Ensure Health & Safety of Individual(s): 
 

Name of PPI(s) (Person who allegedly yelled, hit, stole, etc.): Relationship to Individual: 
  
Witnesses to Incident: Others Involved:  
   

Type of Notification Contact’s Name/Title Date of 
Contact 

Time of 
contact 
AM/PM 

Message* 
Type 

Guardian/Advocate/Family     
SSA     
Licensed or Certified Provider     
 Responsible staff or Family living 
at the Individual’s home  

    

Law Enforcement (LE), Agency  & 
Contact info 

    

Children’s Services (CSB) (PRN)     
County Board MUI Contact     
Behavior Support      
Program manager or Senior 
Management 

    

Other service providers (transpo, 
HCP, VRS, ADS, etc.) 
 

 
 
 

   

*If you didn’t speak directly to the contact, add the form of message you left.  Examples:  FAX, text, e-mail, voice mail. 



Additional Information and/or Administrative Follow-up: 
A.  Further Medical Follow-up: 
 
 
 
 
B.  Administrative Action: 
 

Reporter’s  Signature:   
Printed Name: __________________________ 
 
Title:  

Date: 

Body Part Injured:   
**Description of Incident (Continued from front)**  Head or Face Neck or Chest 

 Mouth/Teeth Abdomen 

 Hands/Arms Back/Buttocks 

 Feet/Legs Genitals 

 Other:   

                      Indicate Location of Injury 

          
               R                                 L                               R 1 
  

INTERNAL REVIEW: 
Causes and Contributing factors: 
 
 
 
 
 
Preventative Measures:   
 
 
Reviewing Administrator’s signature: _____________________________________ Date: _______________________ 

            8/2019 mwc 

mcompton
Typewritten Text
 

mcompton
Line


	Contact’s Name/Title

	Provider Agency Name  Address: 
	Individuals Name: 
	DOB: 
	Address: 
	CityCounty: 
	Date of Incident: 
	Time of Incident: 
	Location of Incident eg home in bathroom at the mall lunchroom at work: 
	Description of Incident Who What When Where Why How More space on the back if needed Describe only the facts  what you saw not what you think happened  Do NOT draw conclusions: 
	Injury  Describe Type  Location: 
	Immediate Action Taken to Ensure Health  Safety of Individuals: 
	Name of PPIs Person who allegedly yelled hit stole etc: 
	Relationship to Individual: 
	Witnesses to Incident: 
	Others Involved: 
	Contacts NameTitleGuardianAdvocateFamily: 
	Date of ContactGuardianAdvocateFamily: 
	Time of contact AMPMGuardianAdvocateFamily: 
	Message TypeGuardianAdvocateFamily: 
	Contacts NameTitleSSA: 
	Date of ContactSSA: 
	Time of contact AMPMSSA: 
	Message TypeSSA: 
	Contacts NameTitleLicensed or Certified Provider: 
	Date of ContactLicensed or Certified Provider: 
	Time of contact AMPMLicensed or Certified Provider: 
	Message TypeLicensed or Certified Provider: 
	Contacts NameTitleResponsible staff or Family living at the Individuals home: 
	Date of ContactResponsible staff or Family living at the Individuals home: 
	Time of contact AMPMResponsible staff or Family living at the Individuals home: 
	Message TypeResponsible staff or Family living at the Individuals home: 
	Contacts NameTitleLaw Enforcement LE Agency  Contact info: 
	Date of ContactLaw Enforcement LE Agency  Contact info: 
	Time of contact AMPMLaw Enforcement LE Agency  Contact info: 
	Message TypeLaw Enforcement LE Agency  Contact info: 
	Contacts NameTitleChildrens Services CSB PRN: 
	Date of ContactChildrens Services CSB PRN: 
	Time of contact AMPMChildrens Services CSB PRN: 
	Message TypeChildrens Services CSB PRN: 
	Contacts NameTitleCounty Board MUI Contact: 
	Date of ContactCounty Board MUI Contact: 
	Time of contact AMPMCounty Board MUI Contact: 
	Message TypeCounty Board MUI Contact: 
	Contacts NameTitleBehavior Support: 
	Date of ContactBehavior Support: 
	Time of contact AMPMBehavior Support: 
	Message TypeBehavior Support: 
	Contacts NameTitleProgram manager or Senior Management: 
	Date of ContactProgram manager or Senior Management: 
	Time of contact AMPMProgram manager or Senior Management: 
	Message TypeProgram manager or Senior Management: 
	Contacts NameTitleOther service providers transpo HCP VRS ADS etc: 
	Check Box1: Off
	Check Box2: Off
	Text3: 
	Text4: 
	Text5: 
	Group6: Off
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Text23: 
	Text24: 
	Text25: 


