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EVENT REPORT FORM

Please print or type on all sections of the form. Report all events listed as a Reportable Category which affect a DMH-DD Consumer

 Immediately report & submit EMT to DD for Abuse/Neglect, Critical, and Death.  All other events submit EMT within next business day of event or discovery.
	1.DMH Use Only (optional review box, preferred to be completed on line)
This is used by the DMH designated reviewers and data entry personnel.  DMH reviewers will review hard copy report and select “incident type/s” that best represents the event described.  
	Event #

EMT# after the event is entered into CIMOR-EMT.


	2. A&N: Flag any events that appear to be a report, suspicion, allegation of A/N as outlined in, 9 CSR 10-5.200, DOR 2.210, DOR 2.205.

Critical: Flag any events that appear to be critical as defined by DOR 4.270.


	3. State Oversight Organization: This will always be the Regional Office or State Operated Program that has primary oversight of the individual receiving DD services.

	Responsible Organization: This is usually where the event occurred or if not at an organization, the organization with primary oversight responsibility for the individual.  
	Reporting Organization Name: Complete only if different from Responsible Organization  If the event occurred under another “Responsible Organization” and another organization discovered the event they would be the “Reporting Organization”

	Org ID #: All DD contracted providers are assigned an 

Organization ID #, use this rather than the SAM II Vendor #.
	Org ID#: All DD contracted providers are assigned an 

Organization ID #, use this rather than the SAM II Vendor #.


	4. Event Date & Time: Date the event began/occurred or is believed to have begun/occurred.
	Time the event began/occurred or is believed to have begun/occurred.

	(Complete this section only if different than event date/time)
Discovery Date & Time Date the event was discovered.
	Time the event was discovered.


	 5.Program Category Pertinent to Event (Check One)  Select the primary service the consumer was receiving at the time of event. If event was reported or occurred in the Natural Home it would be case management.

	 Location of Event (Select all that apply) Select the location/s where the event occurred. 



	               Persons Involved
	6. Record the legal name of all individuals involved in the event and DMH Consumer ID#.  
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…………………….
Consumer ID#:
If other, please specify.
Assigned # by the Department of Mental Health to individuals receiving DMH services.



	            Notifications
	7. List all people notified of the event and the type.  

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.



Use the Date & Time with the first consumer ID# listed on the first page of the report form & if available the Event # to identify a second page related to an event.
Event Date & Time  _____/_____/______    _____:_____AM PM    Consumer ID: ___________________________  Event #_______________  

	Event Description
	8.Print or Type:  Describe what happened and interventions used by staff. 


	
	Follow Up Action: Describe any follow up conducted by the staff members, responsible organization, state oversight organization,

medical personnel, etc.


	
	 See addendum for additional description.  If additional space is needed to describe what happened check the box and use the addendum.




	9.See attached addendum for additional information (Select all that apply if the event resulted in any of the items below.)


	  Elopement
	  Emergency Procedures
	  Injuries
	  Death Details

	  Elopement: any elopement that is associated with an EMT- Reportable Event Category.

  Emergency Procedure - any restraint/time out used by DMH staff or contracted staff to restrict an individuals’ freedom of movement, physical activity, or normal access while in DMH services.   If any of the following restraint types or time out occurs as defined they must be reported on an EMT form. (Report all emergency procedures used even if outlined in an individual’s support plan, BSP, personal plan, ISP, Crisis Plan, etc.)
· Chemical Restraint- 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.  A chemical restraint would put an individual to sleep or render them unable to function as a result of the medication (the result of the med may not be instantaneous but may be noticeable within the hour of taking the med).  (A pre-med for a dental or medical procedure would not be reported as a chemical restraint.)
· 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. (i.e. blocking is open hand, staff positioning their body between an individual and imminent danger.) 
· Mechanical Restraints- any device, instrument or physical object used to confine or otherwise limit an individual’s freedom of movement that he/she cannot easily remove. (The definition does not include the following: Medical protective equipment, Physical equipment or orthopedic appliances, surgical dressings or bandages, or supportive body bands or other restraints necessary for medical treatment, routine physical examinations, or medical tests; Devices used to support functional body position or proper balance, or to prevent a person from falling out of bed, falling out of a wheelchair; or Equipment used for safety during transportation, such as seatbelts or wheelchair tie-downs; Mechanical supports, supportive devices used in normative situations to achieve proper body position and balance; these are not restraints.)
· 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. Time-out includes but is not limited to requiring the person to go to a separate room, for a specified period of time, the use of verbal directions, blocking attempts of the individual to leave, or physical barriers such as doors or ½ doors, etc. or until specified behaviors are performed by the individual. Locked Rooms (using a key lock or latch system not requiring staff directly holding the mechanism) are prohibited. 
  Injuries:-any injury that is associated with an EMT- Reportable Event Category as defined by the Division of Developmental Disabilities.

  Death Details:-A death of an individual receiving DMH-DD support services.




	10.Print Name & Title
	Signature
	Date
	Time

	Reporter Printed name of the person who 
completed the event form.
	Signature of the person who completed 
the event form.
	Date form was 

completed
	Time form was completed

	Other/Supervisor Printed name of the person 
reviewing the event form before being sent 

to DMH.

	Signature of the person reviewing

the event form before being sent to DMH.
	Date form was 

reviewed
	Time form was completed
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