                                          HEALTHY FAMILIES NEW YORK

                                     CRITICAL INCIDENT REPORT

                   Incidents involving any child residing in a participant’s home

                                                 TO BE COMPLETED BY PROGRAM MANAGER

PROGRAM/SITE NAME:             

CHILD NAME:                                                                 D.O.B.                       SEX:   FORMCHECKBOX 
 M    FORMCHECKBOX 
F

INCIDENT OCCURRENCE DATE:                       TIME:                         FORMCHECKBOX 
   AM  FORMCHECKBOX 
   PM

NOTIFIED CONTRACT MANAGER DATE:            

PARTICIPANT

PRIMARY CARETAKER 1 IDENTIFICATION NUMBER:                                                         

PRIMARY CARETAKER NAME:      
RELATIONSHIP TO CHILD:     

 FORMTEXT 
     
SERVICE LEVEL:  FORMCHECKBOX 
 PRE-INTAKE  FORMCHECKBOX 
 PRE-NATAL  FORMCHECKBOX 
 LEVEL 1 FORMCHECKBOX 
 LEVEL 1 SS  FORMCHECKBOX 
 LEVEL 2

                                 FORMCHECKBOX 
 LEVEL 3  FORMCHECKBOX 
 LEVEL 4  FORMCHECKBOX 
 LEVEL X

STAFF 

FAMILY SUPPORT WORKER NAME:      
SUPERVISOR NAME:      
TYPE OF INCIDENT:  FORMCHECKBOX 
 DEATH  FORMCHECKBOX 
 CRITICAL INJURY

DESCRIPTION OF THE INCIDENT:  Give a brief summary here, and attach a detailed narrative if necessary.  Specific information to include: DESCRIPTION OF INCIDENT – Include the following information, if applicable:  (1) Details leading up to the incident; (2) brief family history; (3) service history (number of visits, referrals made);  (4) Criminal charges/report to Statewide Central Register, if any.  

     
HFNY Critical Incident Report, Con’t

DESCRIBE ACTION TAKEN – Include the following information, if applicable: (1) Authorities notified, such as Child Abuse Hotline, police, Child Protective Services;  (2) name and location of hospital, as well as cause of death, diagnosis of illness or injury; (3) Notification of lead agency Director, OCFS Contract Manager, or any other pertinent parties; (4) Referrals/services provided to family and staff since incident. COMMENTS  \* MERGEFORMAT 
     
INITIAL REPORT BY NAME:                                                                                        TITLE:      
REPORT DATE:                TIME:                    FORMCHECKBOX 
AM   FORMCHECKBOX 
 PM              FORMCHECKBOX 
  ORAL    FORMCHECKBOX 
WRITTEN

REPORT TO NAME:                                                                                                        TITLE:      
IF APPLICABLE; WAS THIS INCIDENT REPORTED TO THE NY STATEWIDE CENTRAL REGISTER?           FORMCHECKBOX 
  NO     FORMCHECKBOX 
 YES

IF YES, REGISTER CALL ID NUMBER:                 

IF NO, PLEASE EXPLAIN:       
FOR OCFS USE ONLY

DATE INITIAL NOTIFICATION RECEIVED:         

VIA          FORMCHECKBOX 
 E-MAIL  FORMCHECKBOX 
VOICE MAIL  FORMCHECKBOX 
 PHONE CALL  FORMCHECKBOX 
 IN PERSON

BY:                                                                  TO:                                   

DATE FORM RECEIVED:          

INITIALS:      
PAGE  
3

