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CRITICAL CLIENT INCIDENT REPORT

	Directions
	This Critical Client Incident Report must be completed and immediately transmitted by the program Specialist, to the program Supervisor, Family Facets Executive Director, the Children’s Division Case Manager , the Children’s Division Supervisor, and the Children’s Division Site Coordinator, following the Family Facets Personnel Manual Policy for Critical Client Incidents, whenever an event occurs during Client services which poses actual or potential harm to the well-being of any member of the household of the Client family.  This Critical Client Incident Report is independent of, and in addition to, any CAN reporting which may apply.



	Case Name: 
	     
	County:
	     
	DCN #:
	     

	FF Program Specialist:
	     
	Contact Phone:
	     

	FF Program Supervisor:
	     
	Contact Phone:
	     

	CD Case Manager:
	     
	Contact Phone:
	     

	CD Supervisor:
	     
	Contact Phone:
	     

	CD Site Coordinator
	     
	Contact Phone:
	     


	Week Of Service:
	Week
	  
	
	Critical Client Incident Date:
	     
	
	Time:
	     


	Name of Critical Incident person:
	     

	Relationship to family:
	     
	Age:
	     
	DOB:
	     

	Family Address:
	     
	Contact Phone:
	     

	Location of Critical Event:
	     

	Present location of Critical Incident person:
	     

	Person(s) Providing Treatment:
	     
	Phone:
	     


	CRITICAL INCIDENT CHARACTERISTICS
	(Check all that apply)

	
	Was substance abuse a factor in the incident?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

How did the incident become know? 

 FORMCHECKBOX 
  Child reported incident
 FORMCHECKBOX 
  Incident observed by reporter

 FORMCHECKBOX 
  Other (specify) 
     
 FORMCHECKBOX 
  Fatality
 FORMCHECKBOX 
  Accident
 FORMCHECKBOX 
  Homicide
 FORMCHECKBOX 
  Suicide
 FORMCHECKBOX 
  Medication Error

 FORMCHECKBOX 
  Natural Causes
 FORMCHECKBOX 
  Restraint
 FORMCHECKBOX 
 Known Medical Condition

 FORMCHECKBOX 
  Other (specify) 
     
 FORMCHECKBOX 
  Law Violations Requiring Police Involvement
 FORMCHECKBOX 
  Arrest
 FORMCHECKBOX 
  Assault
 FORMCHECKBOX 
  Property Damage
 FORMCHECKBOX 
  Police Involved, No Arrest

 FORMCHECKBOX 
  Runaway status over 24 hours:
Duration:        hours

 FORMCHECKBOX 
  Other (specify) 
     
 FORMCHECKBOX 
  Restraint or Suicide
 FORMCHECKBOX 
  Child placed in locked seclusion for inappropriate time
How long:       
 FORMCHECKBOX 
  Child mechanically restrained 
 FORMCHECKBOX 
  Child chemically restrained

Were injuries reported? 
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, to whom? 
 FORMCHECKBOX 
  Child
 FORMCHECKBOX 
  Staff
 FORMCHECKBOX 
  Other (specify)      
What precipitated the respondent or seclusion?

 FORMCHECKBOX 
  Child violated residence rules
 FORMCHECKBOX 
  Child punished for prior behavior

 FORMCHECKBOX 
  Child aggressive to peers or others
 FORMCHECKBOX 
  Child refused to comply with parental request

 FORMCHECKBOX 
  Other (specify)      
 FORMCHECKBOX 
  Abuse/Neglect/Sexual Allegations
Police Involvement?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


Child Abuse Hotline (1-800-392-3738) Called?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
CAN Call Date: 
     
Time:       
CAN Record #:      
Child is alleged victim of:

 FORMCHECKBOX 
  Neglect
 FORMCHECKBOX 
  Physical Abuse
 FORMCHECKBOX 
  Rape
 FORMCHECKBOX 
  Sexual Assault

Child allegedly committed:

 FORMCHECKBOX 
  Rape
 FORMCHECKBOX 
  Sexual Assault

Who allegedly inflicted abuse?

 FORMCHECKBOX 
  Parent
 FORMCHECKBOX 
  Adult Relative
 FORMCHECKBOX 
  Adult Non-relative

 FORMCHECKBOX 
  Sibling
 FORMCHECKBOX 
  Staff
 FORMCHECKBOX 
  Client

 FORMCHECKBOX 
  Other (specify)      
Who was the alleged victim of the sexual aggression, offence or inappropriate behavior?

 FORMCHECKBOX 
  Parent
 FORMCHECKBOX 
  Adult Relative
 FORMCHECKBOX 
  Adult Non-relative

 FORMCHECKBOX 
  Sibling
 FORMCHECKBOX 
  Staff
 FORMCHECKBOX 
  Client

 FORMCHECKBOX 
  Other (specify)      
 FORMCHECKBOX 
  Suicidal Behavior
 FORMCHECKBOX 
  Serious Verbal Threat 
 FORMCHECKBOX 
  Physical Gesture or Attempt

What immediate interventions were provided?

 FORMCHECKBOX 
  Emergency Psychiatric Evaluation
 FORMCHECKBOX 
  Outpatient
 FORMCHECKBOX 
  Hospitalization

 FORMCHECKBOX 
  Outpatient Counseling
 FORMCHECKBOX 
  Suicide watch

 FORMCHECKBOX 
  Other (specify)      
 FORMCHECKBOX 
  Medical/Psychiatric Incident Requiring Hospital Care
 FORMCHECKBOX 
  Serious Physical Illness or Injury 
 FORMCHECKBOX 
  Physical Gesture or Attempt

What immediate medical care was provided?

 FORMCHECKBOX 
  Emergency Care at Hospital
 FORMCHECKBOX 
  Hospitalization, Medical Treatment

 FORMCHECKBOX 
  Hospitalization, Psychiatric Treatment


	DESCRIPTION OF CRITICAL INCIDENT (including injuries)
	


	
	



	Signature of Specialist: 
	     
	Date:
	     
	Time:
	


	FF Program Supervisor notified by telephone:
	Date:
	     
	Time:
	     


	Transmitted to Family Facets Program Supervisor on:
	     
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	

	Transmitted to Family Facets Executive Director on:
	     
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	

	Transmitted to CD Case Manager on:
	     
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	

	Transmitted to CD Supervisor on:
	     
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	

	Transmitted to CD Site Coordinator on:
	     
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	


	FOLLOW-UP ACTION PLAN
	


	
	



	Signature of Specialist: 
	     
	Date:
	     
	

	Signature of Supervisor: 
	     
	Date:
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