Catholic Charities Indianapolis

Risk Management Reporting Form
CCI reports and reviews all incidents, critical incidents, accidents, serious illnesses, medication issues, facility/safety and security issues, and threats or actual harm to individuals within 24 hours of being reported.  Follow-up and analysis to determine effectiveness of corrective actions taken is summarized in the Internal Quality Monitoring ETO Touchpoint by Program Directors or designated staff member.  An Incident is defined as any unusual behavior or activity involving clients, client family members, or personnel and requires the specific attention of staff or supervision. (Example: a client is asked to leave the program due to abusive language.)  An Accident is reported when a client, family member or personnel has fallen or had some mishap which resulted in injury or near injury.  A Critical Incident is defined as all incidents and/or accidents that involve the threat or actual harm, serious injuries, or death of clients or personnel.  Medication issues are defined as risks involving safe, uniform medication control and administration.  Serious illness is a health or medical condition which seriously impacts CCI personnel or clients either immediately or ongoing.  Facility/safety issue means CCI ensures the safety of its premises, personnel, clients and visitors. (i.e. has security systems to deter facility break-ins.)  Privacy/Security issue means all CCI personnel are responsible for reporting suspected privacy violations.  All suspected unauthorized acquisition, access, use or disclosure of compromised privacy must be reviewed by the CCI Privacy Officer.
Date of Report ______________                      Program: __________________________
Full Name: ________________________________ please circle:  Client, Client Family Member, Visitor, CCI 
Personnel (includes interns, ongoing volunteer, paid staff, independent contractors), Other_____________________    
DOB:_______________  Age:_________ If minor, parent/guardian name:___________________________

Address:_____________________________________________ Phone:___________________________

Date & Time of Event:___________________ Place of Event:___________________________________

Risk Events (Check all that Apply)
	Critical Incidents
**Root Cause Analysis to be completed within 24hrs of report 

· Verbal Assault – Threat

· Physical Assault

· Death of Client or Personnel
· Person was determined to be a threat to him/herself or others

· Medication Issues

· Medication control and Administration
	Accidents
· Injury

· Serious Illness

· Auto Accident

· Personal vehicle

· Agency vehicle

· Vehicle License # ___________
	Incidents

· Personnel Error/Conduct

· Improper Conduct/Harassment

· Fraudulent Activity

· Suspicious Activity

· Alleged incidents of physical, verbal or sexual abuse

· Behavioral Incident

	Privacy/Security 
· Theft/Lost or mislaid
· Agency Property

· Employee Property

· Client Property

· Identity Theft

· Potential Identity Theft

(Include any electronic device i.e. iPad, laptop, phone containing employee or client data)

Contact the Privacy Officer immediately if any electronic device w/client or employee information is missing.


	Facility/Safety
· Damage to Property
· Vandalism

· Smoke, Fire

· Wind Damage

· Trespassing

· False Alarm

· Other
· Community Violence

· On Site Property
· Within Immediate Vicinity
· Facility Break-In
	Police Information
Police Contacted?
· Yes                                
· No
If yes, copy of Police Report Attached? 

· Yes                               
·  No
Date of report ____________________

Police Report Number (RD#) _____________

Is there an Order of Protection?  
· Yes                               

· No

If yes, does the Oder of Protection or relevant order include the workplace address.
· Yes                               

·  No


CONTINUED ON REVERSE SIDE

Catholic Charities Indianapolis Risk Management Reporting Form cont.
Staff Witnessing Event: Name:_______________________________ Position/Title________________________
Name of persons involved: 
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Staff person________________________________ 


 Volunteer________________________
· Client ____________________________________

 
 Other____________________________

Detailed description of the event and statements from involved individuals any description of Offender (additional pages may be attached if necessary)
_____________________________________________________________________________________  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

YOU MUST SEND THIS REPORT WITHIN 24 HOURS TO YOUR SUPERVISOR
Follow-Up/Ongoing Monitoring plan to event: 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
____________________________________________________________________________________
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Person completing form:  Name _________________________Title: _______________ Date:__________

Distribution:
___________Program Director ________________ Service Line Dir. _______________Privacy Officer (if
 applicable)

  (Date & Initials)

      (Date & Initials)


               (Date & Initials)
___________________Executive Director          _______________ Signed copy back to program
                                   (Date & Initials)                                                                              (Date & Initials)
Insurance Claim Filed _____Yes _____No   If Yes, copied to Risk Management Services _________________










       (Date and Initials)
CCI Risk Management Root Cause Analysis

**Upon completion of the CCI Risk Management Reporting Form, Programs are required to initiate an investigation of critical incidents within 24 hours of the event being reported.
Date ______________     Program___________________________

Type of Event
_______________________________    Date of Event__________________
STATEMENTS COLLECTED FROM THOSE INVOLVED:   YES _____    NO _____
Root Cause(s) 
Personnel Error/Conduct 




Improper procedures followed




Equipment failure




Inadequate training




Other (please list) _________________________________________________
_______________________________________________________________________________

Corrective Actions needed to prevent reoccurrence: ______________________________________
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
Plan for monitoring and assessment of the effectiveness of established preventative measures: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Person completing form:  
Name _________________________ Title: _______________ Date: __________

Distribution:

___________Program Director ________________ Service Line Dir. 
(Date & Initials)
                                     (Date & Initials)

_______________Privacy Officer (if applicable)

(Date & Initials)

               



___________________Executive Director           _______________ Signed copy back to program 
 (Date & Initials)                                                                                 (Date & Initials)
2/2021

