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REPORTABLE EVENT RECORD/ REPORT 

Please answer all quest ions fully and address only one event  per report  

* * * Subm it  via Fax within 5 days of event* * *  

 

Today's Date (m m / dd/ yyyy)  

 

Date of Event  (m m / dd/ yyyy)  

 

Tim e of Event  

 AM    PM 

Was this a significant  

event? 

 Yes        No 

Was significant  event  

called in? 

 Yes      No 

Date (m m / dd/ yyyy)  

 

Tim e 

 AM    PM 

 

Full Name of Facilit y 

 

 

Street  Address 

 
 

City State Zip Code 

 

Facility Telephone Number Facility License Number Provider I D Number 

 

Person Report ing Tit le 

 

Type of I ncident :  

 Elopement   I njury Unknown Origin 

 Environmental Emergency  Neglect  

 Financial Exploitat ion  Resident  Care 

 I njury  Resident - to-Resident  Abuse 

 I ncident   Staff- to-Resident  Abuse 

 I nvoluntary Discharge  Unexpected Death 

 Other, Specify:   

 

W ho w as not ified of the occurrence? 

 Law 

Enforcem ent  

Police Dept . Name Case Number Officer 

 

 Nursing Board  Medical 

Exam iners 

 Pharmacy Board  Physician  Ombudsman  APS 

 

 Fam ily/ Guardian  Other 

 Pool Agency (Name and Phone Number)  

 



REPORTABLE EVENT RECORD/REPORT 

(Continued) 
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Resident  Nam e Date of Adm ission Date of Birth 

 

Exact  Locat ion of I ncident : 

 

Narrat ive: 

1)  Describe the event , including t im efram es/ r isk factors related to the incident / event  ( relevant  resident  dx 

and cognit ive status)  

 

2)  Prior t o the event , was a plan of care developed that  addressed this issue, and were planned 

intervent ions in place when the event  occurred? For exam ple, a chair alarm  or a lap buddy in place. 

 Yes      No   Please describe:  

 

3)  What  intervent ions were im plem ented after t he incident / event? For exam ple, supervision, resident  sent  

to hospital, CNA suspended. Please describe invest igat ive findings/ conclusions:  
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(Continued) 

Revised 06/12/2007   Page 3 of 4 

 

I s the event  an allegat ion of abuse, neglect  or m isappropriat ion of funds? 

I f yes, com plete the following:  

 Yes  No 

 

ALLEGED PERPETRATOR I NFORMATI ON 

Nam e:  

Last  

 

First  

 

MI  

 

Alias 

    

 

Address:  

St reet / Box City State Zip 

    

 

Telephone Num ber:  Date of Hire:  

 

AP Suspended?  Yes  No Date:  AP Term inated?  Yes   No Date:  

 

CREDENTI ALI NG/ LI CENSURE I NFORMATI ON 

Cert ificate or License No. 

Type of Cert ificat ion (check all that  apply)  

 Nurse Aid (NA)   Cert ified Nurse Aid (CNA)  

 Registered Nurse (RN)   Licensed Pract ical Nurse (LPN)  

 Other (specify type: )  

 

FOR ADHS USE ONLY 

 

Reviewed By Date AZ Intake #  

Second Reviewer Date Date Report  Received:  

 

Disposit ion:  Com plaint  I nvest igat ion  No Act ion  Pending  Offsite I nvest igat ion 
 

 Referral, specify:   

 

 Closed, specify date closed:   

 

Com m ents: 
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Facilit y I nvest igat ion Report  for Rresident  Abuse, Neglect ,  Misappropriat ion of Property, And Exploitat ion 

of Residents in Long-Term  Care Facilit ies 

 

 

Use Separate sheet  for each witness/ person interviewed 

 

W itness Statem ent  Form  

Date:  Tim e:   AM   PM 

Witness Full Nam e:  

Job Tit le:  Shift :  

Hom e Address:  City/ Zip 

Hom e Phone # :  Work Phone # :  

Relat ion to Resident :  ( I f any)  

 

State in your own words what  you witnessed (be very descript ive)  and sign below. 

 

 

The inform at ion provided above is t rue to the best  of m y knowledge. 

 

Signature of Witness Date 

 

 

 


