	Idaho Medicaid Residential Habilitation Provider Incident Report Form		
Rev. 10/14

	Note:  This report must be submitted to the Department within twenty-four (24) hours of incident occurrence based on IDAPA 16.04.17.404.04.  Send/email report and any accompanying documents to the Idaho Department of Health and Welfare office located in the region where the participant resides.  A list of Regional offices can be found at the end of this document.



Provider Information
[bookmark: Text1][bookmark: Text6]Provider Name:         Provider Phone:         
[bookmark: Text2][bookmark: Text3][bookmark: Text4][bookmark: Text5]Provider Address:         City:         State:         Zip:       
[bookmark: Text7][bookmark: Text8][bookmark: Text9]Reporter Name:         Reporter Phone:         Reporter Email:       
Participant Information
[bookmark: Text12][bookmark: Text13][bookmark: Text14]Last Name:         First Name:         Middle Initial:       
[bookmark: Text15][bookmark: Text16][bookmark: Text21][bookmark: Text17][bookmark: Text18]Address:         City:         State:         Zip:         Phone Number:       
[bookmark: Text10][bookmark: Text11][bookmark: Check1][bookmark: Check2]Medicaid Number:         Date of Birth:         Gender:  |_|  Male  |_|  Female 
[bookmark: Check3][bookmark: Check4][bookmark: Text19][bookmark: Text20]Guardian:  |_|  Yes  |_|  No  	Guardian Name:         Guardian Phone Number:         
[bookmark: Check5][bookmark: Check6][bookmark: Text22]Guardian Notified:  |_|  Yes  |_|  No  	Date and Time Guardian Notified:       
Incident Information
[bookmark: Text23][bookmark: Text24]Date of Incident:         Time of Incident:       
[bookmark: Text25][bookmark: Text26]First staff person to discover, witness, and/or learn of the incident:  Name:         Title:       
[bookmark: Text27]Describe what happened (include what led to the incident, if applicable):       
[bookmark: Text28]Who was involved?       
[bookmark: Text30]What was the outcome of the incident?         
[bookmark: Text29]How did the agency secure the participant’s safety?       


	Note:  The agency must notify the Department within twenty-four (24) hours of any significant incidents affecting health and safety or changes in participant’s condition including:  (Select all that apply)



	Serious Illness, Accident & Emergency Medical Care
	
Onset of serious illness and/or an accident which results in agency staff and/or the participant seeking emergency medical care to address symptoms of sufficient severity, including severe pain, that a prudent layperson possessing an average knowledge of health and medicine could reasonably expect that the absence of such immediate medical attention would result in placing the participant’s health in serious jeopardy, serious impairment of bodily function or serious dysfunction of any bodily organ or part.

	[bookmark: Check7]|_|

	Hospitalization
	
Participant has been admitted to the hospital

	[bookmark: Check8]|_|

	
Death

	Participant has passed away
	[bookmark: Check9]|_|

	Adult Protective Services
	
Adult Protective Services Referral.

Note: Agencies must ensure compliance with reporting requirements found in Idaho Code 39-5302, 39-5303, and 39-5303A.

	[bookmark: Check10]|_|

	Law Enforcement
	
Participant was arrested, contacted by, or under investigation by law enforcement, or involved in any legal proceedings.

Note: The reporting requirement does not include routine monitoring of participants by probation and parole officers and/or discretionary jail time.

	[bookmark: Check11]|_|



	Form Submission:  Please save the completed document for your records and send the form to the email address that corresponds with the region the participant resides in.



	Region 1  - Bureau of Developmental Disability Services
	Email: BDDSQA1@dhw.idaho.gov

	Region 2 - Bureau of Developmental Disability Services
	Email: BDDSQA2@dhw.idaho.gov

	Region 3 - Bureau of Developmental Disability Services
	Email: BDDSQA3@dhw.idaho.gov

	Region 4 - Bureau of Developmental Disability Services
	Email: BDDSQA4@dhw.idaho.gov

	Region 5 - Bureau of Developmental Disability Services
	Email: BDDSQA5@dhw.idaho.gov

	Region 6 - Bureau of Developmental Disability Services
	Email: BDDSQA6@dhw.idaho.gov

	Region 7 - Bureau of Developmental Disability Services
	Email: BDDSQA7@dhw.idaho.gov
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