THOMAS ALLEN, INCORPORATED

1550 HUMBOLDT AVENUE, WEST ST. PAUL, MN  55118-3411

651-450-1802   Fax:  651-450-7923

VULNERABLE ADULT INCIDENT REPORT

(Pages 1 and 2 to be completed by initial internal reporter, i.e. letters A through E.)

A
VULNERABLE ADULT:

BIRTHDATE:






Address

Telephone

PROGRAM:






Address                            (if different than above)

Telephone





B
INTERNAL ORAL REPORT DATE AND TIME:


RECEIVED BY NAME/TITLE:


COUNTY NAME:

INCIDENT DATE AND TIME:


LOCATION OF INCIDENT:



Is there reason to believe that the life of the Vulnerable Adult (VA) is PRESENTLY threatened or that he or she is in imminent danger of serious injury?

NO

YES



If yes, staff will protect the VA from harm.  If not possible, staff will call 911.

INITIAL REPORTER’S NAME:


WORK PHONE:

HOME PHONE:


WORK/HOME ADDRESS:








City

State

Zip

REPORTER’S RELATIONSHIP TO VA:






C
ALLEGED PERPETRATOR’S (AP) NAME:


                                                                                            First                             Middle                        Last

WORK PHONE:

HOME PHONE:


WORK/HOME ADDRESS:








City

State

Zip

AP’s RELATIONSHIP TO VA:


DESCRIPTION OF AP:  (Identify any known identifying information such as sex, age, race, body size, etc.)

D
PERSONS INVOLVED WITH VULNERABLE ADULT WHO COULD PROVIDE INFORMATION


witnesses, relatives, caretakers, guardians, spouses, etc.)

NAME

WORK/HOME ADDRESS

WORK/HOME TELEPHONE

RELATIONSHIP









































E
DESCRIPTION OF SUSPECTED MALTREATMENT:

           (To be completed by initial internal reporter.)

INITIAL REPORTER SIGNATURE:


(PAGES 3, 4 AND 5 TO BE COMPLETED BY PROGRAM MANAGER, PROGRAM DIRECTOR OR DESIGNEE)


F
NAME/TITLE OF EXTERNAL REPORTER:


DATE/TIME COMMON ENTRY POINT WAS CONTACTED:





CONTACT PERSON NAME AT CEP:


WORK PHONE OF REPORTER:

HOME PHONE OF REPORTER:


WORK/HOME ADDRESS OF REPORTER:








     City                                                                                                                     State                         Zip





REPORTER’S RELATIONSHIP TO VA:

REQUEST MADE FOR INITIAL 



AND FINAL STATUS DISPOSITION


YES

NO

G
PREVIOUS REPORTS OF NEGLECT OR ABUSE:

YES

NO

INCIDENT REPORT DATES:












H
REVISIONS TO RISK MANAGEMENT ASSESSMENT AND PLAN?


YES

NO    TO BE COMPLETED:

BY:


                                                                                                   Date                                      QMRP

I
“STATUS OF INTERNAL VA INCIDENT REPORT: FORM COMPLETED AND GIVEN TO INITIAL 


REPORTER?


YES

NO  

 NA, INITIAL REPORTER IS ALSO THE EXTERNAL REPORTER

J
SUMMARY OF ADMINISTRATIVE INQUIRY:


(Administrative Inquiry must be completed by at least two individuals as defined within policy.)

The written report of the inquiry will contain a summary of the findings, persons involved, persons interviewed, persons notified, conclusions, any action taken and a description of any needed changes to the client’s Risk Management Assessment and Plan, Provider Implementation Plan or Program Abuse Prevention Plan.  If any changes are made, the program director or program manager ensures the area is accurately, and/or adequately assessed to lessen the vulnerability.  The intent of the inquiry is to assure client safety and minimize risk of future vulnerability/harm.  

The report is to also include an evaluation of whether: 1) related policies and procedures were followed, 2) the policies and procedures were adequate, and 3) there is a need for additional staff training.  A determination is made as to the further action the program must take to protect the health and safety of the vulnerable adult(s).

J
SUMMARY OF ADMINISTRATIVE INQUIRY - (CONTINUED)

Were related policies and procedures followed?

N/A

YES

NO


If NO, please explain in narrative.

Were the related policies and procedures adequate?

N/A

YES

NO


If NO, please explain in narrative.

Is there a need for additional staff training?

N/A

YES

NO


If YES, please explain in narrative.

Is this reported event similar to past events with the 

vulnerable adult or services involved?

N/A

YES

NO


If YES, please explain in narrative.

Is there a need for further action to be taken by the program 

to protect the health and safety of vulnerable adults?

N/A

YES

NO


If YES, please explain in narrative.

REVISIONS TO PROGRAM ABUSE PREVENTION PLAN?


YES

NO             

NA                TO BE COMPLETED:

BY:


                                                                                                                        Date                                 Program Director

ADMINISTRATIVE INQUIRY SIGNATURES

(two signatures required)

ADMINISTRATOR:

DATE:







PROGRAM DIRECTOR:

DATE:







PROGRAM MANAGER:

DATE:


K
INITIAL DISPOSITION STATUS:

DATE NOTIFIED:

BY AGENCY NAME:


STATUS:




SIGNATURE OF PERSON NOTIFIED

L
NOTIFICATION REQUIREMENTS:

· Identity of the initial and external reporter(s) is to remain confidential.

· Upon request, written reports are sent to the foster care licensor, if there is one, and to the MN Department of Human Services.

· Verbal notification to the client or his/her legal representative and case manager is to only include the nature of activity or occurrence, the name of the agency we provided the report to (i.e., County Common Entry Point), and the telephone number of the MN Department of Human Services.

· Additional notification requirements for reporting of suspected maltreatment can be found in TAI’s Standard Operating Policies, Section 3, Subsection A.

The following is documentation of when written and verbal notification was made:


DATE: VERBAL NOTIFICATION
DATE: INCIDENT REPORT SENT
NOTIFICATION MADE BY:
COMMENTS:







Parents/Guardian(s)













Case Manager













Foster Care Licensing



Upon request









Physician













MN Department of Human Services



Upon request









Other













M
QMRP SIGNATURE OF REVIEW:


DATE:


STATUS OF INTERNAL VULNERABLE ADULT

INCIDENT REPORT
Date of Initial Oral Report:


Initial Reporter’s Name:


Date of this Status Report:


(Must be completed within 2 working days of receiving internal report)


This is meant to serve as notification that the oral report you submitted concerning suspected maltreatment was determined.


Non-VA Reportable.  The incident does not meet the definitions of maltreatment as defined with the Vulnerable Adults Act and Thomas Allen, Inc. policy. No report was made to the Common Entry Point.


If you are not satisfied with this determination and suspect that maltreatment did occur or is presently occurring, you may report externally by contacting the Common Entry Point in the county where the incident occurred.

Thomas Allen, Inc. will not retaliate against you for making an external report.  The Vulnerable Adult Act includes provisions to ensure your protection.  This information is also summarized within agency policy.





VA Reportable.  The incident meets the definitions of maltreatment contained within the Vulnerable Adults Act and Thomas Allen, Inc. policy.  The Common Entry Point was called immediately following your oral report.

We appreciate your good faith report to assure client protection is maintained.  If you have any questions related to this incident or this report, please discuss them with your Program Manager or Program Director.



Signature of Supervisor completing this Status Report

C:
Client Incident Report file
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