IRISk Incident Reporting Form

DANTELOPE MEMORIAL HOSPITAL DAMH FAMILY PRACTICE CLINIC
DEMOGRAPHICS

Department:
Location:

ADDRESSOGRAPH OR PATIENT /ViSITOR INFORMATION

Date/Time of Incident:

Name, Date of Birth, Male/[Female

Status:
Incident Witnessed? [lYes [INo
Witness Name:
Address:
Diagnosis/Treatment:
Brief Description of
Incident:
Severity of Injury | Injury Mental Status Patient Status
[IMinor EAbrasion/Bruise EAIert At Time of Incident :
[IModerate Amputation Confused .
[JSerious [CJAnoxia/Resp. Distress | [[JComatose [inpatient
[]Death [IBlister [JUnconscious [lApart. Res.
urn ot Applicable
N B CINot Applicabl [ IEmployee
one [ICirc. Impairment [JOther [Visitor
[INot Applicable [CIContusion [JHome Care
[1Unknown CContracture [IHospice
Egamabgfd Teeth []Outpatient
DDZ‘;‘;h s [JStudent/Vol.
ClFracture [IResident Patient
[INone
INCIDENT TYPE
Equipment Treatment/ Occurrence Falls
Procedure Screens
[IDisconnected/ Equipment Type: [JAdverse Reaction [JAnesthesia CJAmbulating with BED POSITION
Dislodged [CJApplication/Removal Complication Assistance [JHigh
ectrical Issue of cast/splin spiration mbulating without Low
[JElectrical | f cast/splint [JAspirati CJAmbulati ith
Cimplant Serial #: [JConsent Issue incorrect Sponge/ Assistance CINon-Applicable
[Jimproper Use [IDelay Needle or Instrument | [[JBedside Commode
[IMalfunction/Defect [Deviation from P&P Count [1During Transfer CONDITION OF
[CINot Available Model #: [IDietary Issue [IMeconium Aspiration | [JDuring Transfer THE FLOOR
[JTampered With [IDressing Change Staining [JEased to Floor CIory
[JTesting Equipment [JInjection Site [JReturn to Surgery [JFaint Clicy
[Owrong Equipment Lot #: [IMonitoring [JUnattended Delivery [JFound on Floor CISnow
[JOther [INot Documented [JAgainst Medical [IScales CJWet
[JOmitted Advice [Jother ClOther
Implanted Date: [Patient ID [JAmbulating — Other
DISPOSITION: [JPatient Refused [JAssault/Violence ACTIVITY RESTRAINTS
[IBiomed [JPlacement/Invasive [IChange in Dx CJAmbulating with CJAnkle Restraints
[JContinued Use Explanted Date: Procedure [JCombative Behavior Assistance [JChemical
[IHold for [JPositioning [JContraband CJAmbulating with Gait CINot Applicable
Investigation [Prep Issue [ODocumentation Issue Aid CIPosey Belt
CIHold for Repairs Operator: [IProcedure Canceled | [Left W/O Being Seen | [JAmbulating without [JSeat )éelt
Ooutside [JRepeat Procedure by Doctor Assistance [JSide Rails
Investigator [JReporting of Test [JElopement [1Bathroom Privileges C]Wrist Restraints
[JSequestered Results [CJFire [CIBedrest [JOther
[OTo Manufacturer ESuture Removal (in Bed — Other [JBedside Commode
LTo Risk Manager Does this incident Technique Accident Only ion:
[Other need to be reported | LI Transcription Issue | [1Patient Dx/Tx Follow- | [JWheelchair Fall IE(WZQUSNO
to the FDA? [Transfer/Moving up
Patient [Patient Rights SIDE RAILS .
ClYes [INo [JUnlabeled/Missing Violation [OYes [INo hMOeudr:taken in last 4
Specimen [Property Missing or OTwo-Up Ites CINo
[dWrong Site Damaged CFour-Up
[CJother [JSelf-Inflicted Injury CIDown Medication Name:
[ISexual Acting Out CINon-Applicable :
[JSexual Encounter [JOrdered
[Struck by Object CINot Used
L1Other Cunavailable




Medication/IV/Blood

Communication / Miscellaneous

Follow-Up

MEDICATION NAME

[CJAdverse Reaction
[JAllergic Reaction
[CJCrossmatch Issue
Olinfiltration

[CINot Available
[CJPatient ID
[ITranscription Issue
[IWrong Additive
[IWrong Dose
[IWrong Drug
[IWrong Route
[IWrong Solution
[IWrong Time
[CJOmission
[CJother

SIDE EFFECT

MEDICATION TYPE

|:|Anesthetic
[]Anti-Anxiety
[CJAnti-emetic
[]Anti-hypertensive
[]Anti-inflammatory
[CJAntibiotic

[CIBeta Blocker
[CIBlood/Blood Product
[CJCalcium Channel Blocker
[IDecongestant
[CIDiuretic
[IElectrolytes
[IHypnotic

[CLaxative

[Lipids

[JPain Reliever
[JSedatives

[JTPN

[Jother

COMMUNICATION

OConfidentiality Issue
[CJConsent Issue
[INo Interpreter
[JPatient Education
[staff Attitude
[ISystems

[Jother

MISCELLANEOUS

[1Aspiration

[]Assault/Violence
[CJCardiac/Respiratory Arrest
[INeedle/Sharp Stick-Non-Employee
[1Other Accident while Ambulating
[IProcedure Not Followed

[1Other

COMPLETE AND SIGN IF APPLICABLE

Physician Notified?

[JYes [1No
Date:

Time:
Treatment
Action

Physician Signature

Supervisor Notified?

[ Yes [No
Date:
Time:

Supervisor Signature

Pharmacist Notified?

[ Yes [No
Date:
Time:

Pharmacist Signature

Pt./Representative and/or Family
Notified?
[1Yes [INo

Date:
Time:

Please describe what happened:

Completed by:

Date







