State of Connecticut - Department of Social Services

CHCPE Critical Incident Report
Client Name

     

Medicaid Number

     

Address

     

Date of Birth

     


     


Reporter Name

     

Relationship to Client

     

Agency:
 FORMCHECKBOX 
 CCCI
 FORMCHECKBOX 
 AASCC
 FORMCHECKBOX 
 AASWC

 FORMCHECKBOX 
 Assisted Living (specify)

     





Date of Incident

     

Time of Incident

     

Date of Report to ACU

     

Type of Incident (check all that apply): 

 FORMCHECKBOX 
 Unexpected absence of the primary caregiver
 FORMCHECKBOX 
 Serious criminal allegation - client as perpetrator

 FORMCHECKBOX 
 Untimely death
 FORMCHECKBOX 
 Allegations of abuse or neglect of client
 FORMCHECKBOX 
 Emergency room visit or unplanned hospitalization
 FORMCHECKBOX 
 Fire in residence with significant risk to client
 FORMCHECKBOX 
 Suicide attempt
 FORMCHECKBOX 
 Missing person reported to police

 FORMCHECKBOX 
 Serious criminal allegation - client as victim
 FORMCHECKBOX 
 Misappropriation of client’s funds 

 FORMCHECKBOX 
 Other (Describe):
     
Description of Incident:
     
Description of Action Taken:
     

     


     

Name of Person Preparing Report
Date of Report
W-1537


(New 8/10)








