
The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Public Health
Bureau of Health Care Safety and Quality
Mobile Integrated Health Care Program
[image: image1.png]___-E





 MOBILE INTEGRATED HEALTH CARE (MIH) and COMMUNITY EMS PROGRAMS 

SERIOUS INCIDENT REPORT FORM


(1.) Name of Person Completing Form: _____________________________________________________

· Phone: 










· Fax: 










· Email:











(2.) Program Name: ____________________________________________________________________

· Address: ________________________________________________________________________
(3.) Program Type (check one)
·    Community EMS Program

· MIH Program

· MIH with ED Avoidance Program

(4.) Date of Incident: 










(5.) Location of Incident: ________________________________________________________________ 
(6.) Names and certification numbers of any program staff involved in incident: 


NAME:







CERTIFICATION NUMBER:

(7.) Patient Care Report or Encounter Record(s) Number(s): ____________________________________

·   Copy Attached ______________________________________________________________

·   Copy Not Attached (Please explain why): 

_______________________________________________________________________________

_______________________________________________________________________________
(8.) Nature of Incident (check all that apply):

· Death that is unanticipated, not related to the natural course of the patient’s illness or underlying condition, or that is the result of an error or other incident

· Full or partial evacuation of the facility or residence to which the MIH program responds for any reason

· Fire 

· Apparent Suicide

· Serious criminal acts

· Pending or actual strike action by its employees, and contingency plans for operation of the MIH Program

· Any anesthesia-related complications that result in serious morbidity or death of a patient

· A motor vehicle crash involving an MIH vehicle reportable under MGL c. 90 §26

· Vehicle license plate #: ____________________________________

· Medication errors resulting in injury

· Failure to provide treatment in accordance with clinical protocols resulting in injury

· Major medical or communication device failure or other equipment failure or user error resulting in serious injury

· Transfer of care of a 911 patient to management as an MIH patient resulting in death, illness or injury within 24 hours of ED Avoidance encounter.  
· For any patient treated, any suspected instance(s) of abuse, neglect, mistreatment or misappropriation of that patient’s property at or by a nursing home, rest home, home health, home maker, or hospice, family member and/or others

· Other (explain): _________________________________________________________________
(9.) Brief description of incident:
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

(10.) Description of corrective actions taken. 

_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_________________________________________ 

______________________________

SIGNATURE and TITLE





DATE SIGNED

_________________________________________ 

______________________________ 

PRINT NAME and TITLE





PROVIDER LICENSE/CERT. # (if any)


 NOTE: SERIOUS INCIDENT REPORT FORM MUST BE SUBMITTED WITHIN 5 CALENDAR DAYS FOLLOWING INCIDENT.





NOTE: DO NOT EMAIL THIS FORM. 





SUBMIT REPORT BY FAX TO (617) 887-8751








DO NOT EMAIL THIS FORM





SUBMIT REPORT BY FAX TO (617) 887-8751
















