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DCF-823                                                                            STATE OF CONNECTICUT

03/2013 (Rev.)                                                     DEPARTMENT OF CHILDREN AND FAMILIES

                       CRITICAL INCIDENT REPORT FORM


	NAME of Reporter:

     
	RELATIONSHIP/AREA OFFICE//Facility

     

	Name of Child

     
	Date of Birth 

     
	CHILD’S PRIMARY LANGUAGE

     

	Sex

     
	Age

     
	Race

     
	Legal Status

     

	Date of Incident

     
	Time of Incident

     

	Date DCF Notified of Incident

     
	Time DCF Notified of INcident

     
	Date Police Notified of Incident

     


Note: CRITICAL INCIDENT AS DEFINED IN DCF POLICY 21-1 MUST BE REPORTED TO DCF CARELINE

	REASON FOR REPORTING CRITICAL INCIDENT (CHECK ALL THAT APPLY):

	 FORMCHECKBOX 
Death of child
 FORMCHECKBOX 
 Abduction of child in care or custody of DCF

 FORMCHECKBOX 
 Broken bones and or bruising that is significant and suspected to have been caused by child abuse or neglect to children under 6 years of age. 
 FORMCHECKBOX 
 Burns on child under 6-years of age:
 FORMCHECKBOX 
 Cigarette or cigar
 FORMCHECKBOX 
 Friction
 FORMCHECKBOX 
 Immersion/submersion
Degree:
 FORMCHECKBOX 
 First
 FORMCHECKBOX 
 Second  FORMCHECKBOX 
 Third
 FORMCHECKBOX 
 Child 0 to 12-months presenting with either one or both of the following:
 FORMCHECKBOX 
 Bruising

 FORMCHECKBOX 
 Oral injury

 FORMCHECKBOX 
 Child victim of domestic or international human trafficking/ sexual exploitation involving sale or gain
 FORMCHECKBOX 
 Child in care or custody of DCF who has run away or is absent without leave (AWOL) that:
 FORMCHECKBOX 
 Presents an imminent danger to himself/herself or the community

 FORMCHECKBOX 
 Is under 13-years of age

 FORMCHECKBOX 
 Life-threatening or life altering condition/injury suspected to have been caused by child abuse or neglect



FAMILY INFORMATION (NOT NECESSARY IF PARENTAL RIGHTS HAVE BEEN TERMINATED)

	Name of Mother

     
	Name of Father

     
	Legal Guardian

     

	Address

     
	Address

     
	Address

     

	City, State Zip Code
     
	City, State Zip Code
     
	City, State Zip Code
     


OTHER CHILDREN LIVING AT HOME AT TIME INCIDENT OCCURED
	NAME
	DATE OF BIRTH
	LIVING SITUATION AFTER INCIDENT

	     
     
	     
	     

	     
     
	     
	     

	     
     
	     
	     


DCF CASE STATUS

	 FORMCHECKBOX 
 Active
	LINK #   
	 FORMCHECKBOX 
 Closed
	Date Case Closed     
	 FORMCHECKBOX 
 No prior involvement

	
	
	
	
	

	
	
	
	
	


	NOTIFICATION MADE TO:

	

	 FORMCHECKBOX 
 Family Member
	Name
	     
	 FORMCHECKBOX 
 Police
	Name
	     

	
	
	
	
	
	

	 FORMCHECKBOX 
 Attorney
	Name
	     
	 FORMCHECKBOX 
 Careline
	Name
	     

	
	
	
	
	
	

	 FORMCHECKBOX 
 Area Office
	Name
	     
	Facility Worker’s Name
	     

	
	
	
	
	
	

	 FORMCHECKBOX 
 Other
	Name
	     

	
	
	
	
	
	


	DESCRIPTION OF INCIDENT



	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     

	     
     


	NAME OF CARELINE/ AREA OFFICE SOCIAL WORKER COMPLETING FORM
     
     
	TITLE
     
     


