Integrated Therapy Solutions of Oklahoma, LLC

 ADVERSE INCIDENT REPORT


	Date of Incident:
	     
	Time of Incident:
	     

	Names of Persons Involved:
	Employee/Client/Other

	     
	     

	     
	     

	     
	     

	Names of Witnesses:
	Employee/Client/Other

	     
	     

	     
	     

	     
	     

	Type of Incident:
	     
	Place Incident Occurred:
	     

	What Happened:
	     

	Follow Up:
	     

	Review/Investigation/What Could Be Done To Prevent This From Reoccurring?

	     

	Severity of each injury:   FORMCHECKBOX 
 No off-site medical care required or first aid care administered on –site; or

                                                     FORMCHECKBOX 
 Medical care by a physician or nurse or follow-up attention required; or

                                                     FORMCHECKBOX 
 Hospitalization or immediate off-site medical attention was required.

	List of Injuries:      

	Medical Attention?
	     

	Police Report Number:
	     
	Police Officer’s Name:
	     


__________________________     ______________________
            _________     ___________

                                                 Date & Time of report as submitted




Person report submitted to

	     
	
	     

	Reporter’s Signature & Title
	
	Report Date

	     
	
	     

	Supervisor’s Signature
	
	Review Date


This form must be completed & filed within 24 hours                                                     AdvIncReport 02.07.22

