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ADDENDUM

Complete this form when additional pages are needed for the DMH-DD event or medication error report form.


Use the Date & Time with the first consumer ID# listed on the first page of the report form & if available the Event # to identify additional pages related to an event.

Event Date & Time  _____/_____/______    _____:_____AM PM    Consumer ID: ___________________________  Event #_______________   
	                        Persons Involved
	Record additional names of individuals involved in the event and not yet documented on the event or med error form. Check 
the box on the original event or med error form to alert DMH reviewers and data entry staff that there is additional 
information listed on the addendum in this area.
Status Types:  

Consumer………………

Any individual receiving services from the Department of Mental Health

Staff…………………….

DD contracted or DMH staff/worker/employee

Other …………………..

If other, please specify.
Role Types: 


Alleged Perpetrator……

Individual that appears to be responsible for the event; the one who commits an unacceptable act.

Complainant……………
Individual making the complaint or allegation.
Informant……………….
On Duty Non Witness…
Individual providing the initial information to the department which results in the completion of an event report form.
Staff member working at the time of the event but was not a direct witness to the event.
Person Making Error….

Staff member responsible for medication error.

Reporter………………..

Individual responsible for completing the event reporting form.

Victim…………………..

Person harmed by or made to suffer from an act, circumstance, agency, or condition. 

Witness…………………

Individual that observed /heard the event.
Other…………………….
Staff SS #:

Consumer ID#:
If other, please specify.
This is only to be used by State Operated Programs.  List the last four digits of a DMH-DD staff member involved in the reported event.

Assigned # by the Department of Mental Health to individuals receiving DMH services.



	                   Notifications
	Record additional names of people notified of the event and the type, when they are not yet documented on the event or med error form.  Check the box on the original event or med error form to alert DMH reviewers and data entry staff that there is additional information listed on the addendum in this area.
Notification Types:  

911………………………

Agency Administrator….

Complainant……………

DFS…. …………………

Emergency Service

Administrator of the contracted agency.

Individual making the complaint or allegation.
Division of Family/Social Services/Children’s Division

DHSS……………………

Division of Health and Senior Services

DMH Facility Head…….

Guardian………………...

Highway Patrol…………

Law Enforcement………

Superintendent, Regional Office Director, Chief Operating Officer or designee.

Individual who is legally responsible for the care and custody of the individual.

State Highway Patrol

Local Law Enforcement (i.e. City Police, County Sheriff, etc)

Nurse……………………

A person licensed under the provisions of sections 335.011 to 335.096, RSMo, to engage in the practice of professional nursing.

Physician……………….

A person who is legally qualified to practice medicine; doctor of medicine.

Regional Office Staff….

Support Coordinator…..

Other ……………………

Division of Developmental Disabilities staff members (Director, Behavior Resource Team, SC, etc.)

Targeted case manager for individual receiving services from DMH.

If other, please specify.



	Event Description
	Print or Type - Describe what happened, interventions used by staff or med error & follow up action.

	
	Use this area when additional description was needed on the event or med error form.  Check the box on the original 

event or med error form to alert DMH reviewers and data entry staff that there is additional information listed 

on the addendum in this area.




	Med Error
	Individual’s Name: Indicate the individual’s name then add additional medication error information specific to that person.

Much of the detail will be listed on the original med error report. 
Check the box on the original med error form to alert DMH reviewers and data entry staff that there is additional information 
listed on the addendum in this area.


Use the Date & Time with the first consumer ID# listed on the first page of the report form & if available the Event # to identify additional pages related to an event.
Event Date & Time  _____/_____/______    _____:_____AM PM    Consumer ID: ___________________________  Event #_______________   
	Elopement
	Individual’s Name: Write the individual’s name only when the elopement met the criteria for submitting an EMT form.  Elopements are reportable only when first associated with a DD EMT- Reportable Event Category.


	
	Left From
	Select the one box that best describes where the person eloped from.



	
	Risk Type

(Select all that apply)
	Select the boxes that best describes the risk type associated with the individual.


	
	Return
	Record the date and time the individual returned.


	                Emergency Procedures
	Individual’s Name: DMH consumer whose freedom of movement was restricted by DMH staff or contracted staff while in DMH services or outpatient care.

	
	Staff/Person 

Initiating EP
	DMH staff or contracted staff initiating the emergency procedure to restrict freedom of movement to the above listed individual.

	
	Behaviors 

Leading to EP

(Select All That 
Apply)
	Check all of the boxes that best describe the individual’s behaviors which led to the use of an emergency 
procedure.  PA=physical altercation.

	
	Antecedent 

Events

(Select All Previous

Events That Apply)
	Check all of the boxes that best describe the events, people or things that immediately preceded the behavior that led to the emergency procedure.  

	
	 Check this box if the individual was hospitalized (unplanned) in a crisis situation for psychiatric evaluation/treatment as a result of the above behavior.

	
	Use the event form description section to describe how all Emergency Procedures were implemented.

	
	Emergency Procedure Type 

In Date

In Time

Out Date

Out Time

    Involved Staff

     Involved Staff

 Chemical Restraint

List date and time of EP

           List staff involved in EP

a medication used to control behavior or to restrict the individual’s freedom of movement and is not a standard treatment for the individual’s medical or psychiatric 

condition. 
 Manual Restraint-any physical hold involving a restriction of an individual’s voluntary movement. Physically assisting someone who is unsteady, 
blocking to prevent injury, etc is not considered a manual restraint.
 Mechanical Restraint-any device, instrument or physical object used to confine or otherwise limit an individual’s freedom of movement that he/she cannot 

easily remove.
 Time Out-removing the individual from one location and requiring them to go to any specified area, where that individual is unable to participate or observe other

 people.



	            Injury Description
	Injured Individual or SOP/DMH Staff Name: Write the individual’s name only when the injury met the criteria for submitting an EMT form.  Injuries are reportable only when associated with a DD EMT- Reportable Event Category.

	
	Emergency Room 

Required?
	  Yes      No  Check a box to indicate whether or not the individual went to the Emergency Room.  Urgent Care does not equal the Emergency Room.

	
	Injury Type
(Select One)
	Select the one box that best describes how the person sustained the injury.

Was the injury a result of a restraint?

If yes, ensure the emergency procedure section is completed.


	
	Injury Severity

(Select One)
	Select the one box that best describes the severity of the injury.

Injuries in these three categories must be reported. 

Injuries in these two categories are only reportable when first associated with a DD-EMT Reportable Category.

 Death

Hospitalization   

Medical Intervention

 Minor First Aid  

 No Treatment        



	
	Injury 

Description

Legend
	Using the legend choose a “Letter” that best describes the injury to a particular part of the body


	
	Injured Body Parts

Check all that apply 

Code with Injury Type

Circle (R) Right 
or (L) Left
	Record the “Letter” next to the injured body part that best describes the injury to that part of the body.  Where appropriate 
Circle (R) to indicate the right side of the injured person’s body and (L) to indicate the left side of the injured person’s body.


	Death


	Was death expected? Indicate whether or not
this was an expected death.
	Suspected Manner 
of Death  
	Record the suspected manner of death at the time the EMT

report form was being completed.  Reminder to complete

 the Death Data Verification entry in the system.

	
	Record the date and time of the event as known when completing the EMT report form.

	
	Date of Death: ________________ Time of Death: ____:____     AM    PM 
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