DMR Abuse Neglect/Special Concerns Form


	
	

	Department of Mental Retardation
	Region/T.S.:
	
	

	
	Abuse/Neglect Report
	

	
	Special Concerns Report
	

	(revised 5/06)
	

	

	

	Report Date and Time:  ___ / ___ / ___    ___  ___ : ___ m
	Incident Date and Time:  ___ / ___ / ___    ___  ___ : ___ m

	Reporter’s Name and Title:
	

	Address:
	

	Phone:
	(        ) 
	-  Name:
	
	-  Name:
	
	City
	State
	Zip Code

	

	
	

	Subject’s Name:
	

	Resident Type:
	
	Agency:
	

	DMR#:
	
	DOB:
	 ___ / ___ / ___
	Sex:
	___ M ___ F
	Class Member:
	___ M ___ F

	

	

	Type of Abuse:
	

	Alleged Perpetrator:
	
	Relationship to Subject:

Subject:
	

	Location of Incident:
	

	Description of Incident:
	

	
	

	

	

	

	

	

	

	

	

	

	

	

	

	Action Taken:
	

	

	Investigation to be conducted by:
	

	

	

	Others Notified: ___ OPA ___ DCF ___ DSS – Name: 
	
	Date:
	 ___ / ___ / ___

	___
	DMR Liaison ___ - Name: 
	
	Date:
	 ___ / ___ / ___

	___
	DPH -  Name:
	
	Date:
	 ___ / ___ / ___

	___
	Local Police ___ State Police  Name:
	
	Date:
	 ___ / ___ / ___

	___
	Agency -  Name and Title:
	
	Date:
	 ___ / ___ / ___

	___
	DMR Case Manager -  Name: 
	
	Date:
	 ___ / ___ / ___

	___
	Parent  ___ Guardian ___ Advocate -  Name: 
	
	Date:
	 ___ / ___ / ___

	___
	Division of Investigations - Name:
	
	Date:
	 ___ / ___ / ___

	___
	Lead Investigator - Name: 
	
	Date:
	 ___ / ___ / ___

	Person Completing Report (Signature and Title)
	

	

	CAMRIS ENTRY - Date
	 ___ / ___ / ___
	By (initials):  _________
	Region  _____
	Central Office _____

	



