
Page_____of _____ 

Date mailed to CMHP _____________ 

Washington County Health & Human Services 
INCIDENT REPORT 

 
Agency Name: ___________________________    WCHHS Case Manager: __________________  
 
Client Name                                                                           Date of Incident                                                              Time of Incident                          a.m. 
                                                                                                                                                
                                                                                                                                                                                                                                         p.m. 

 Accident      Injury       Illness       Unusual Incident       Complaint/Grievance      Other 

DESCRIPTION OF ACCIDENT/INJURY/UNUSUAL INCIDENT 
Record specific details including dates, places, names of clients and/or staff involved and witnesses to event:-

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Signature of Staff Member Making Report _________________________________  Date ________________ 

ADMINISTRATIVE REVIEW, INCLUDING STEPS TAKEN TO PREVENT A RECURRENCE OF INCIDENT-

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

Signature__________________________________________Position____________________________________________Date_________________ 


