Lenox Ambulance Service

INCIDENT REPORT 

(FOR INCIDENTS NOT INVOLVING INJURY OF A SERVICE MEMBER)

Purpose: This report is to be completed when an incident occurs that involves a deviation in operational standards, scene or transport issues (including patient handling incidents) , driving issues, protocol infractions, or other situations requiring attention of the Director and/or Medical Director for correction, follow-up, or possible disciplinary action. 

Completed by: It is preferred that the member or members involved in the incident make this report; however, incidents may be reported by members who are witnesses of an incident or by the Director upon a verbal or written report of an incident.  

Report to: Service Director as soon as possible, preferably within 72 hours of incident
Person making report:
Name (print): _______________________________________________ 

Home Address: _________________________________ City: __________________Zip: ____________ 

Home Phone:____________________Work/Cell Phone:___________________ 

Job Title: ________________________________ 

Date of Incident: ________________Time of Incident: ____________Time Shift Began:___________ 

Run number this incident occurred on: __________________________________________________ 

Describe incident: __________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________Name(s) and phone number(s) of witnesses to injury/accident (please print): __________________________________________
________________________

__________________________________________
________________________

Incident was reported to: ____________________________________ Date:_____________________

Did any injuries (patient or staff) result from this incident?     Yes    No 
I, the reporter of this incident, herein certify the information above is true to the best of my first hand knowledge. (If more than one staff member is reporting this incident, all may sign here IF this report can be verified by each signee; otherwise, each person should make his/her own report.)

Date: ________________Signature of employee: __________________________________________ 

Date: ________________Signature of employee: __________________________________________ 

Date: ________________Signature of employee: __________________________________________ 

DIRECTOR COMPLETES THIS SECTION: 

Director Name: __________________________________________Phone: ________________ 

Did incident negatively affect patient care?    Yes       No       unknown 

If ‘yes’ explain:  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was there equipment involved?    Yes    No     

If “yes” what was the equipment, and what action will be taken to prevent recurrence? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Description of incident (attach additional written reports if applicable)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Was staff involved interviewed regarding the incident?   
Yes    No

If no, why not? _________________________________________________________________

If yes, did the staff make or confirm the report?  

Yes    No

If no, describe dispute briefly and attach statement from staff involved: ____________________

_____________________________________________________________________________ _____________________________________________________________________________

Intended follow-up (check all that apply):  
 Initiate CQI action plan       







 Report to Medical Director







 Initiate Disciplinary Action








 Other:  _______________________________

Director (or person acting on Director’s behalf) ________________________________________

Signature: _______________________________________ Date: _________________________

