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PLEASE USE BLOCK CAPITALS TO COMPLETE THIS FORM

Incident Report Form
	A. PRINCIPAL PERSON INVOLVED (Who it happened to) Name: …………………………………….……….………….... Male Female Date of Birth: …..….../……….../…...……. Please circle if above is:  Patient Staff   Bank     Agency Other …………………………………………………. If above is STAFF please give:   Job Title: …………….……………..………………….. Tel No: …………………………….………… Place of work: ………………….…….……..………. Site: …………..………….…… Service/Directorate:  .…..……………….……… If above is PATIENT please give: Insight No: ………...……………………………. .   Date of Admission:….…..…/….……/……… Consultant  or GP………………………………………… ……. Detained: YES NO Section: …….……….…….…  MHA 1983 Ward/Dept/Other: ……………….…….…..……………….…...……………………..………. Tel No: ………….………………... OTHERS directly INVOLVED IN THE INCIDENT Name: ……………………………..… Please circle if: Patient Staff Bank Agency Other …………………….…………. DoB: ……../………/……… If patient: Insight No…………………………. MHA …………………………….………..  Ward/Dept/Other: ………………………………………………..…………………………… Tel No: ……………………………………… Name: ………………………………… Please circle if:  Patient Staff Bank Agency     Other ……………………………………. DoB: ……../………/………     If patient: Insight No…………………………. MHA ……………….…………….………..  Ward/Dept/Other: …………………………………………………..…………………………. Tel No: ……………………………………... 

	B. WHEN AND WHERE DID THE INCIDENT OCCUR?  Date: .…./..…./….... Time: ………am/pm     Exact Location:………… ………….…………………………………………..…………… Ward/Dept/Other: ………………………………………  ……… Site:………………………..……….………………………..….. 

	C. ANY WITNESSES TO THE INCIDENT? (not directly involved in incident) Name: ……………………………….……………….. Please circle if: Patient Staff Bank Agency     Other ……………………..  Ward/Dept/Other: …………………………………… Job Title (if staff): …………………………………… Tel No: ……………………... Name: ……………………………….…..…………… Please circle if:  Patient Staff Bank Agency    Other ………………………   Ward/Dept/Other: …………………………………… Job Title (if staff): ………… …………………………Tel No: ……………………… 

	D. FACTUAL DESCRIPTION OF THE INCIDENT (Include details/location of any injury, effects on person involved, any medication involved, etc) Actual [ ] Near Miss [ ] Cause Group: ……………………………………………..… Cause 1: ………………………………………………………………. ………………………………………………………………. Cause 2:  …………………………………………………………….... If medication incident – Name of Prescribing Doctor or Practitioner  …………………………………………………………… 

	E. DID THE PERSON RECEIVE ANY TREATMENT? (circle)  None required/sought      SCT Doctor      Own GP      NHS Direct First Aid Minor Injuries A&E Paramedic  Admitted to Hospital Occupational Health 

	F.  WAS EQUIPMENT INVOLVED? YES NO If yes, what equipment? (include model) …….……………………… Sent for repair? YES NO Withdrawn from use? YES NO Retained for Inspection? YES NO   N/A Equipment number (serial/barcode) ………………………….…………………..…  Medical Device? YES NO 

	G. PERSON REPORTING THE INCIDENT. Name: …………………………………………………………..….……….. Designation: …………….………………………………………   (Please Print) Signature : …………………………………………..… Tel No. ……..………………..……………… Date: ….…. / ….…/ ……… 

	H. MANAGEMENT REPORT: This section is to be completed by the person in charge using the Risk Assessment/Grading Matrix.     What was the impact on the individual/service?        INITIAL GRADE If graded as moderate, major or catastrophic discuss with a more Senior Manager immediately. 

	CONTRIBUTORY FACTORS 

	ACTION TAKEN AND OUTCOMES: 

	RECOMMENDATIONS: 

	LESSONS LEARNED: 
	Who was informed? Patient: Relative: Senior Manager: Pharmacist: Police (incident number) Other: 

	I. RISK ANALYSIS: Could it happen again?    Severity X Likelihood   = Risk Rating If graded as moderate or high discuss with Senior Manager immediately, and fax to Risk Management Dept within one working day on 0114 2716392 

	J. RIDDOR: Staff Incident - In order for the Trust to comply with RIDDOR the following section must be completed: Is the staff’s injury, absence from work, or inability to perform normal duties likely to last for more than 3 days? YES NO Was this an act of violence or dangerous occurrence YES NO Is hospitalisation for more than 24 hours likely: YES NO Name of staff sustaining injury (PRINT):  ………………..………………………….………  Date of Birth:  ……/……/……….. Home Address: ………………………………………………………………………………..…………………………………………………….. NB: Staff home address is required for completion of RIDDOR 

	Name of Person in Charge (printed) …………………………………………………..   Signature: …………………………………………..………..  Designation:  ……………………………..  Date: …./…../…… 

	FOR RISK MANAGEMENT OFFICE USE ONLY Incident Type: ………………… Referred to ……….….….….….………..……..…..  Injury ……………….….….….….……………….………………………………………….. . Reports: PSI PARS  RIDDOR      MHRA  Sign/Date …………………….….….….….….….….….….….….….….… ………….…… 
	Sent To (internal): Security/Fire Estates Pharmacy Child/Adult Protection lead Infection Control Local SMS 


Distribution: White copy   - Send to Risk Management Department at Fulwood House. Blue Copy    - File in Patient's Notes / Staff Personal File - of Principal Person involved.  Office file for others. Yellow Copy - If Patient to Senior Manager (Name): ……………………………..…….Date sent: ……/..…/….. 


If other, file with Department Appointed Person
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