Knox County Board DD (cBPD)

Report for Unusual Incident or MUI

Individual's name: DOB:
Date of incident: Time of incident: AM/PM
Name of provider:

Injury lliness Behavior Fall Medication error Other:
___no apparent injury ___burn ____stomach ache ____toothache ____aggressive to peers
____abrasion (scrape) ___head injury ___headache ___chest pain ___aggressive to self
____laceration (cut) ___puncture ____vomiting ___dizziness ___aggressive fo staff
____bruise ____dislocation ___diarrhea __ fainting ____missing person
___sprain/strain ___eyeinjury __ fever ___respiratory ___theft/missing item
___fracture(broken bone) ___ other: ___law enforcement called

Specific location where incident occurred:

Restraint used? __ _No __ Yes (type)

Part of behavior support plan? ___No ___ Yes

If injury occurred, give specific location on body:

Was first aid/medical care given by staff? no yes N/A

___clean wound __resttime ___oral medication ___takentoER ____heuro checks
___cold pack/ice __ eyewash ___taken home ____physician called initiated
___bandage ___topical medication ___ taken to physician ___911 called

____other(describe):

Describe incident: (attach additional written statements as applicable)

Witness(es) to incident:



aperry
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What action was taken by staff to immediately ensure health & safety of the individual?

Printed name of staff person completing report Signature of staff person completing report

Date report completed

*Guardian or other responsible person (if applicable) must be notified on the day of incident
*Administration to be notified immediately of any incident of unknown origin

Name, date & time of notification(s) as applicable: (all unknowns must be reported immediately to administration)
Signatures for review, as applicable:

____Supervisor
____Administration
____Guardian
____County Board
__ Family
____Provider
___Nursing Dept.

Name of staff person(s) making notification(s):
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Provider Follow-up notes
(must be completed by Program Director, SSA, SL/TIO Provider, Nurse, or Director’s Designee)

Date Signature & title of person reporting incident follow-up

Further action requested? ___ no ___yes (please describe):

Action to be taken by whom?

Information regarding suspected MUI status of incident per provider / administration

___Abuse, physical __Neglect ___Injury ___Rights violation

___Abuse, verbal ___Exploitation ____Missing person ___Death

___Abuse, sexual ___lLaw Enfc. ___Med. Emergency ___Failure to Report

___Misappropriation ____Atip. Suicide ___Hospital admiss (unexpct) ___ Unauth. behav. supprt.
____Peerto Peeracts ____Prohib. sexual relations

Name & address of PPI:

Relationship of the PPl to the individual:
County Board notified of MUl status ___yes_ N/A By whom?
Who was contacted?

How?

When? (date & fime): AM/PM
Guardian notified of MUl status ___yes _ N/A By whom?
How?

When? (date & time): AM /PM

Checked by County MUI Dept:

Signature Date
MUI? Yes No  Provider notified Yes __ No How?

(Route incident report to county board & per agency policy / procedure)
based on 2007 OAC 5123: 2-17-02






