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LAUREN F intake:JOSHUA OHAIR
MUI Case 2/13/2010 11:30:05 AM

Incident No. County Client No. Client Name (Last, First, Middle, Sumame) Gender
BUTL D LAUREN |M©
CHent Sorisl Secnrity No. Client Date ufBirth (mmvddyyyyy | Facility No, Faefliry Naroe
- & 0910161 sbilitios Nimt Foundation
Streat Address City State Zip Code
4710 Timber Teadl : Middletown Ohin
neident Type {Check One) Incident Dale (madddfyyyy) Tncident Time Known? Incident Tims (00:00) {Cimle One)
#A - Todividual 8 - Group 22509 QN 230 AM AEFDY
MU Reviewer Assigned Vietim? Alleged Perpetrator? Alleged Perpstrator Name
JTMMIE HARDIN @~ YIN
Is the Alleged Perpetrito Alleged Perpetrator’s Soc. Sec. No. (If SL Provider) Neglsot? Atempted Suicide? Rights Code Yiolations?
S1, Sorvice Provider? N
[T S —— 2 Yo = (. O Yey
Type of Incident Location: (Check One} Pccﬁe&agr's Relationship to Vietim: Abuse Category: (Check All Appliceble)
' (Chexk One)
O A, - Barly Invervention &A « Physicsl .
o B ~ School 0 A - Family O B - Sexual
4 C - Adult Program 0B - Staff o C - Theft
a D - Community Employment & C - Volunteer A D -Fraud
« Residence 8D - Peer

0¥ - Othex: B E - Client Death Category: (Check One)

g F - Unknown

o A - Natural
Health Treatment: (Check One) B - Suicide
. 11 C - Homicide
Notification: {Chack All Applicable) 0 A - Hospitalization/Medical o B - Accident
Traatment Fecility :
? - Local Law Bnforcement Agency © B - Mental 1{ealth Institution Fire or Damage Results:
B - ODMR/DD Office of Livensure © C « Hospite] Emergency Room {Check ATl Applicabie)
i C. CDHS Children's Protective Services/
Children®s Services Bureau Origin of Life Threatening Resction: 0 A - Tnjury to the individual (g)

1 D - Relative (Check One) T B - Relogation of the individual {g)
& E - Legal Guardian o C - Inability te provide services
C F- Other: o A « Adverse reaction to medication

O B - Faifure to take medicarion Law Enforcement Action: (Check One)

1 C - Tailure ta follow prescribed dietary . ' '

£1 D - Pailure to follow medizal treatment OA-Arregt

plang . t1 B - Charges pressed
o E - Paftern of Medication Hrrors 0 C - Criminal convictden
B - Incarsgration
Administrative Action Takes: fncident Review Status: Date Cage Cloged (mm/ddlyyyy)
{Check All Applicsble)
1 O] - Open - Information Pending 5/[2*/ q?

O A - Staff suspended 0 £C- Operi - Informstion Complete
&1 B ~ Staff termnaled CL - Incident Case Closed
o C ~ Other adminisirative actions taken

18 the incident aubstantinied:

o Yes

o No

L
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Incident Statement: (Deseribe the incident completely, €.g., the circumstances and causs of lncident, and the nature
and extent of physical harm, etc, identifying interveations attempted, outcome for the individual with MR/DD, prd
responsible party(ics). Attach additional sheets, if neceasary)

CcoNSUMER NAME: _LAURENGIIED DATE OF INCIDENT:. . 2/25/99

On 2/25/99, Community Support Services received a report fcom Abilities First Foundation

stating a staff person was observed pinching Lauren and threatening to break her arm.,

This incident was withessed by two other staff members. The aconsed empioyment was

terminated effective immediately.
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Y UNU DENT REPORT
Resident Name ! L&uw o o Home Facility Dd)‘ht L@S\f [
Last First Ml _
Incident Information Date: 1t 3' 19 . Time: I _ am pm. @ﬂd) ,?Ml
Location! / Home __ School ___ Workshop ___ Outing _ Other:

Describe nature and e\tent of the incident in detail :

JHTS& reaofJ A -\-a Gé_..:bﬂ’f"dlfx’)(" »-”L«,—P J\TS’I’K
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Witness Information

Name / Title _ Address w3 Phone

s

. Sugemggg Slaﬁ' Use
Incident Reported  Date: g]ﬁ]i i 'i‘une"‘ t @ pam. Réported by: Wgﬁ{mea{s TS é_l\,dé’(s_pq

Engrgeney [nfognation 011 Called  Yes ___@ If yes, what titne? afm.  pam.
Was resident transported? Yes @ If yes: Location Time _ am. p.m
Was resident admitted to the Hospital? Yes No

Reported to:  Record Name, Dnte and Tire reported for each of the followirig,

Administrator onCall A/ Case Ma.rmgement QMP\-« £ LPLI_,_“:’/ 2. {99

Social Servicus

parent/ Guardinn_c2/2¢ | 9 y.

il

Altending Physician f
Physician's Rasponse Date: : Time: am. pam. Orders given:

911 Operator Name or No.

Deseribe ¢ 1y addmonal pertinent information /action taken _&35' 'TK W, 55 +6fm. P e "
ét:-ﬁ o

Supervisors' Sig:tan;é! ﬁ@ 4 _:Lé Date &[ég /g 3
ROUTING: Document Signatuse and Date
Witness Nurse on Duty

Nursing Manager w_%ég_,ﬁ_.@______ Habilitation Menager

Social Services - Residential MEGW ‘;jy :/?/?j"
Human Rights Comnt:

Executive Director Fl tzzm
“Note any fusther follow-up on the back of this form.
: .éw.aj SlorelaQ %
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Memo

To: Terri Kirby
From: Alecia Estep
Date: 02/24{99
Re: Termination

it was reported to me by two Residential employees that on February 18, 1988 you
were observed to pinch a resident and state “ | will break your fucking arms.” This is
a violation of Policy 006-1 ( Standards of Conduct), Policy 006-6 (Abuse and Neglect)
and the State of Ohio Rights of Mentally Retarded or Developmentally Disabled
Persons. Praviously on February 2, 1999, you were given a written warning
regarding breaks and the use of profanity. On February 11, 1999, you were given an
unsatisfactory 90 day review continuing your orientation period for €0 days and a
wark improvement plan.

Based on the above information and the latest incident that occurred during your
extended orientation period, 1 regret to inform you that your employment with Abilities
First is terminated immediately.

.7 sar2d

Alecia Estep, Supervisor' Date
) snn g-89-93
Teri Kirby « Date
"" o 2/25]99
Teri Eigele, Nursing Manager , . Date-

ey z/zf/:»’é’

Dennis Grant, Director of Client Services I/ate
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J:[/% Jtegy pstnad 21 ferigmid: ,w %‘Wwfw}
J0 LINC EN’I‘ PORT M /1 Anfar S
Resident Name: _- Lo g E— Home Facility : ;QZ_QS{
Las First MI :
mcldené lnformn%ga \aﬁe-a?lé-g Z 729 T CQ am. Q shitt__ DM
Location: ‘//Home . School ____ Workshop -jo" Quting ___ Other

Describe nature and extent of the incident in datadl : f?—ﬁf«-cw‘ .DEI t\c‘ "‘“L Ve b a...:"(-gﬁQ
’r—;rr; 'Ktrb -é-"\wul%fk prw'd“ 5H f‘)u iache d —HL (
Fesicend S Ver ba«lh(- a b‘ ok u—M h

L s N
Wi ormatio ( L e atla el )
Namef'i“ﬂe : Address Phone

s

: Suuervug;_ﬁ_ff Use
Jncident Reported  Dater 2[0S BE’; Txme” R 30 . am @D Reported by: \-QUIM'M

mergenc tio ol Called _  Yes __ @. If yes, what time? am.  pam,
Was resident transported? Yes I yes: Location Tme____ am. pm
Was resident admitted to the Hospital? Yes G

Repoitedto: Record Name, Date and Time reported for each of the following,

Administrator onCall -

Case Management 90'0\:\ Oloie 2fae 199 Av

Parent / Guardian cial Services
Altending Physician 011 Operator Name or No.
Physician's Response Date: Time: am.  pmL Onders giveru

Describe any additional pertinent informalion /action taken: @*—l‘@g\o . (I Lﬂw
G Nofessre s Coaas vﬁjww Lﬂfﬂugﬂ SH LA meeﬁnﬂ will be
sk Lw: will be. Vm.s:e.vmc,m(. dHs
Cliemt s - Thawm_will_be mﬁrmek in wyi bnn thet i a Sinudus (neidanks
Lhvely, Z - i (s reporledl £ 1A ot il regudk

i fexmu s ptionns . ’

X ,mmﬁb&) e 2026 /99

ROUTING: Document Signature and Date

Supervisots' S]gnaturef tle

Witness » . Nurse on Duty
Nursing Manager _"; Ao e c;e_b—zﬂ,u—e> Habilitation Menager ___, PR
Social Services o 8 26/7 Residential Directo : L :/?”?’f? j’ }
Executive Director ‘ 414“ ¢/ Human Rights Comm. |
“Note any further follow-up on the back of this form.
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TRANSMISEION VERIFICATION REPORT

DATE, TIME
FAX KO- /NAME
DLIRATL(IN

PAG

E(S,
RESULT
MODE

TI H EQI%EIIBBB 16:18
NAME : DOTTY HOUSE
Fax 1 7273617
TEL. : 4235885
p2/26 16:15
B1lE138675783
BB: B2: 31
B
()74




- . Ohio Department of Mental Retardation and Developmental Disabilities
County Board of Mental Retardation and Developmental Disabilities
CBMR/DD INCIDENT REPORT (ITS)
Incident No. County Client Ne. Ciient Name.(Last, First, Middle, Surname) Gender
BUTL ] LAUREN M /@
Ciicnt Social Secutity No. Client Date of Birth (mo/ddfyyyy) | Facility No. Facility Name
0910161 Abjlities First Poundation
Strost Address City State Zip Cade
4710 Timber Trafl Middlstown Ohio
Incident Tyi:e {Check One) Incident Date (ma/ddfyyyy) Incident Time Known? Incldent Time (00:00) (Cﬁclc Orig)
oth- Individual ©1 B - Group 2/25/99 @N 2:30 : AM @ _
MUI Reviewer Assigncﬁ Victim? Allsged Perpetrator? Alleged Perpetrator Name ‘
JIMMIE HARDIN _ & YIN
is the A]legc'd Perpetrator Alleged Perpetrator's Soe. See. No. (If SL Provider) | Neglect? Attemnpted Suicide? Rights Code Violations?
SL Service Provider? N
G S 71Yes 1 Yes o Yez
Type of Incident Location: (Check One) Perpetrator’s Relationship to Victim: Abuse Category: (Check All Applicabie)
{Check One) .
B A~ Early Intervention &A - Physical
£ B - School 3 A - Family 1B - Sexual
0 C - Aduit Program O B - Staff 0 C - Theft
1 P ~ Community Employment o C - Volunteer O D - Fraud
#'E - Residence 0D - Peer ) .
G F - Other: 0 E - Client Death Category: (Check One)
: o F - Unknown
[ A - Netural
Heaith Treatment: (Check Onc) D B - Suicide
. o C - Homicide
Notification: (Check All Applicable) 0 A - Hospitatization/Medical 11 D « Accident
] : Treatment Facility )
3 A - Logal Law Briforcetnent Agency £ B - Mental Health Institution ¥ire or Damage Resulis:
B - ODMR/DD Office of Licensure B C - Hospital Emergency Room {Check All Applicable)
G C « CDHS Children’s Protective Services/ ] o
. Children’s Services Burean Origin of Life Threatening Reaction: 1 A « Injury to the individual (5)
o D - Relative {Cherk Ong) 1 B - Relocation 'of the individual (s)
0O X - Legal Guardian o € - Inability to provide services
a F- Other: 3 A - Adverse reaction to medication
O B - Failure to take medication Law Enforcement Action: {Check One)
@ C - Failure to follow preseribed dictary .
o D - Failure to follow medical treatment O A - Arrest
plans O B - Charges pressed
0 R - Pattern of Medication Errors o C - Criminal conviction
1 D - Incarceration
Administrative Action Taken: Incident Review Status: Date Case Closed (mm/ddfyyyy)
(Check All Applicable) )
1 OI - Cpen - Information Pending _3//2_/ ‘7‘7
0 A - Staff suspended £ OC- Cpen - Information Complete
01 B - Staff terminated CL - Incident Case Closed
o C - Other zdministrative actions taken
O o @dministrative actions taken
. Is the incident substantiated:
ature of MUI Reviewer Iﬁf es ONo
DMR - 1121 (8/97) Page 1 of 2




Incident Statement: (Describe the incident completely, e.g., the circumstances and causé of incident, and the nature
and extent of physical harm, etc, identifying interventions atternpted, outcome for the individual with MR/DD, and
responsible party(jes). Attach additional sheets, if necessary)

consuner NaME:_LATREN (D DATE QF INCIDENT: _2/25/99

On 2/25/99, Community Support Services received a report from Abilities First Foundation

‘stating a staff person was observed pinching Lauren and threatening to break her arm.

This incident was witnessed by two other staff members. The accused emploj;ment was

terminated effective immediately.

Page2of 2
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82/26/1939 16:15 7273817 DOTTY HOUSE

you b
Memo

To: Teni Kirby
From: Alecia Estep
Date: 02/24/99
Re: Termination

PAGE BB

It was reported to me by two Residential employees; that on

{ebruary 18, 1999 you

were observed to pinch a resident and state “ | will break you
a violation of Policy 008-1 ( Stendards of Conduct), Pplicy 00

and the State of Ohio Rights of Mentally Retarded or D

Persons. Previously on Febmary 2, 1999, you:wera ¢
regarding breaks and the use of profanity. On February 11, 1
unsatisfactory 80 day review continuing your orientation pe
work improvement plan.

extended orientation period, | regret to inform you that your e

cking ams.” Thisis
(Abuse and Neglect)
lopmentally Disabled
n a wiitten waming
9, you were given an
ipd for 60 days and a

ployment with Abiliies

Based on the above information and the iatest incident thw‘ occurred during your

First Is terminated immediately.

2- 39;.22_
Alecla Estep, Supervisor Date
e d-89-79
Terri Kirby . Date .
" . 22579
Teri Eisele, Nursing Manager Date,
o] 2[5

, A L 7
Dennls Grant, Director of Client Services Date

» Page 1




82/26/1999 16:15 7273817 DOTTY HOUSE

MAJOR UNUSUAL INCIDEN] REPORT)

P&GE 81

Resident Name ! _—

Lo fer Home Facility M’Qﬁz
Last First . b 118
mcidgg !gfomguga Dyte: 2> Z 29 T =2 fam. p. shit DO
Location: ‘-“'iiame School ___ Workshop | Outing Other:

2 (O V\A_t‘{'-«ggq

natwre and extent of the incident in detadl :

o
L s

AP s>

KL

1

io,

(5.,5.,,._ mﬁauk-&})

TN
Name / Title Addess %, Phone
. upervisor § . ;
Incident Reported  Date: /35 | Tnne"‘_ﬁ_:,}__@__ am. Refidrted by, &AMJMJ
£1 ormatio 911 Colled __  Yes @ If ives, what L‘? am.  pah. G
Was resident transported? Yes - If yes: Locatibh Time AmM, p.am
Whas resident admitted to the Hospital? Yes '
Reported to:  Record Name, Date and Time reported for sach of the follo
Admsinistrator on'Cel . : Sl Q. > A
Parent/ Guardian
Altending Physician or No.
jany’ onge Date: Time: Orders given:

Describe any addidonal partinent inforration /action taken: _( @_:t&-,‘ )
Coss e Coax_ !

Supervisors' Sigmm\;e'i il &M&.@éﬁa\)
ROUTING: Document Signature and Date
Witness

Nursing Manager

_f{f_Ao._«.._Mc.—w;___
Social Services

Exeoutive Director
*Note any further follow-up on the back of this form.
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P2/26/1999 16115 273017 BOTTY HOUSE PAGE 83
- i
JOR SUA N'I'_LEEQ_&I:
Rasident Name ; ” LG_UU‘-:‘:#-- . Home Fadﬁty:_DQi&g@E
Last First N . '
lneidéﬁt information  Date: /1 , Time: A af. pam{ | (_shit )
Location: v Home ___ School ____ Workshop | Outing | Cther:
Describe nature and extent of the incident in detail : _
2 ATSs’_ cepocted o ]
' 1 el i resl depst b‘?‘

e “r

e attrcke £

Name/ Title Addess . H Phone
. s Supgryizor Slg_ggs:eg el
Incident Reportad Date:.ﬂléalii “Timer - TF.. fm | jpan. Rzﬂ:&dby: _Q_A-(mm{s, nEnvelsfe
Emergepey Information, 911 Called Yes @ If lyes, what filne? am. pao.
Was resident transported? Yes .. If yes; Location “fime am. pm

Was resident udmitted to the Hospital? ______ Yes
Reported to:  Record Name, Date and Time reported for each of the fello!
Admindstrator onCall - : , 2/23/29
Parent/ Guardina_s2/2¢ { 29
Attending Physivian -
Physician's Response Date: Time:

mL%M\.. ZZ,Q’ AL eﬂ/ac@l?ﬂ |

Describe any additional pertinent information /action taken® %
H ét:-? LLA .

(A
240 Ank

Supervisors Signature/ Tl

Date o‘?é_{‘zgg

ROUTING: Document Signature and Date

Witness ' Nurse o Duty
Nursing Manages L&‘M._— Habilitsfion Mansg
Social Services Residenial Directo
Exeoutive Director Human; Rights Co

“Note any fusther follow-up on the back of this form.
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CONTRACT #0900010
BUTLER COUNTY EOARD OF MENTAL RETARDATION

AND DEVELOPMENTAL DISABILITIES
CASE MANAGEWENT SEAVICES

1) LOCATION CODE 2) CONTACT CODE 3) SERVICE CODE 4) SERV NEEDS CODE
A. Rospitat 6. With Individust L. Needs Asseasment R. Housing/Plecement
B. In Office H. With Individuat/Phone N. Crigis Intervention §. Interpersonal
C. Residential Fac/Home 1. With Essential Other N. Information/Referral T. ¥onitoring
D. Place of Enploy/Day J. With Egsential Other/Phone 0. U.1.R. U. Comprehenaive Evaluation
Prog/school K. Written P. Service Honitoring V. U.1.R. Follow-up
E. Transport of Client Q. Service Coordinating W. crisis Resotutfon
F. Other, . X, Other
Y. Team Heeting
SERVICE PEREOD: 01701799 - 01/31/99 PRIMARY DIAG CODE: (3190
m:.uum (1599) WEDICAID

oos: (D CASE WANAGER DATE: "élz '22

DATE STARY END 1 2 3 & UNITS CASE/PROGRESS NOTES cM

YemBAmEEE———— 2 e o 2 ot D D R e - oo

01/12/99 08:30:00 08:40:00 B K O V 1 completed WUl report #ODS6N-98. JHa
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CONTRACT #0900010
’ BUTLER COUNTY BOARD OF MENTAL RETARDATION
AND DEVELOPMENTAL DISABILITIES
CASR MANAGEMENT BERVICES

1} LOCATION CODE 2) CONTACT CODR 3} BERVICE CODE 4) BERV REEDS CODE

A, Hompital 4. With Individual L. Neads Assessment R. Housing/Flacament

B. In Office H, With Individual/Phona M. Crisis Intervemtion 8, Interpersonal

C. Residential Fac/Homa i. With Eseential Other N. Information/Referral T, Monitoring

D. Place of RBmploy/Day J. With Essentlal Other/Phone 0. U.X.R. . Comprehensive Evaluation
Prog/8chool K. Written P. Bervice Monitoring V. U.I.R. Follow-up

E. Transport of Client Q. Service Coordinating W. Crigis Resolution

P. Othex ' X. Other

Y. Team Meating

______________________________________________________________ ik kT T T W o g kT (T T L o P R

BERVICE FERIOD: 03/01/39 - 03/31/9% PRIMARY DIAG CODE: 031%0

N'M'E:- LAUREN {1599} MEDICALD -

DATE BTART END i 2 3 4 UNITE CASE/PROGRESS NOTESB s

03/04/989 02:00:00 03:30:00 C ¥ ©O V 6 Meeting at Doty House with Debbie Ewera to digouss this allegation. It wae JHT
reported that 4 ptaff person, Terri Rerby, pinched and verbally abused
Lauren. This incldent wae witnemaed by 2 other staff member. Bee file for
witnesses statements. Debble stated that the acoused was f£ized. CBS closed
this case,

03/08/59 08:145:00 0B:50:00 K 0 Vv 0 Cowpleted abuse report ¥7AS9 to ODMR/DD. Acknowledgad staff waa fired and JHT
ragquested case be closed.




