
Unusual Incident Report 
Customer’s name: ______________________________________________________________________________ 
Date & time of incident: __________________ Date & time supervisor or pager was notified: ___________________ 
Place where incident occurred:  ___________________________________________________________________ 
Other people involved in incident: __________________________________________________________________ 
 
Type of incident: 

 Injury to customer or staff 
 Behavior incident 
 Incident involving law enforcement 

 Suspected abuse/ neglect 
 Missing person 
 Other Incident 

 Medication Error 
 

Describe the incident in sequential detail.  Include information such as:  who was present, where the incident occurred, 
what was happening before, during & after the incident, how the injury occurred, and what action was taken by staff. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
For Medication Errors Only: 
Check all of the following that apply to this deviation: 
____ CUSTOMER REFUSAL 
____ DOSAGE MISSED/NOT GIVEN 
____ MED DELAYED BY MORE THAN ONE HOUR 
____ INCORRECT DOSAGE 
____ WRONG MEDICATION 
 
Medication                     Correct Dose/Actual Dose                           Correct Time/Actual Time                      Primary Side Effects 
_______________       ___________/____________                   ____________/____________               ________________________ 
_______________       ___________/____________                   ____________/____________               ________________________ 
_______________       ___________/____________                   ____________/____________               ________________________ 
_______________       ___________/____________                   ____________/____________               ________________________ 
 
What is this medication used for? 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Dissemination Protocol: 
 
Original to Service Coordinator for review and investigation, if appropriate, then to Customer file. 
Copy to Agency Nurse for medication deviations and health related incidents. 
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Complete the following section for all medication deviations except for customer refusals: 
Explain the deviation in detail: _____________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 

 
Who was contacted regarding deviation? _____________________________________________________ 

 
What was their recommendation? __________________________________________________________ 

 
How could this deviation have been avoided? _________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 
 
 
Signature of Staff Completing Report        Date  
 

*THIS REPORT IS TO BE SUBMITTED TO YOUR SERVICE COORDINATOR WITHIN 24 
HOURS OF THE OCCURANCE OF ANY UNUSUAL INCIDENT* 
 

For office use only:     BDDS Reportable Incident? _____ 
Reported by:  __________________________________   Date/Time:  __________________________________ 
 
Dissemination Protocol: 
 
Original to Service Coordinator for review and investigation, if appropriate, then to Customer file. 
Copy to Agency Nurse for medication deviations and health related incidents. 
 
BDDS Reportable Incidents include:       
1) Physical, sexual, verbal or mental abuse and/or Neglect  
2) Exploitation  
3) Death of an individual  
4) Interruption of a major utility that compromises safety 
5) Environmental/structural problems  
6) Residential fire 
7) Missing persons 
8) Suspected criminal activity by staff or individuals 
9) ER visits and Hospitalizations 
10) Admission to nursing facility 
11) Injuries of unknown origin 
12) Significant injuries including fractures, burns, choking, lacerations and injuries that occur while individual is 

restrained 
13) Med error that physician determines to pose health risk  
14) Inadequate staff supports 
15) Inadequate medical supports  
16) PRN medication administration for behavioral purposes or prior to medical appt. 
 
BDDS Reportable Incident Dissemination Protocol: 
 
Submit Incident Report online at https://secure.in.gov/apps/fssa/bdds/ifur/ifurServlet.  Copy to Services AA for file. 
E-mail copy to BDDS Service Coordinator, Case Manager, Options ADS, Parent/Guardian (if applicable), Options 
Nurse (if pertaining to customer receiving HCC). 
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https://secure.in.gov/apps/fssa/bdds/ifur/ifurServlet


Incident/Medication Deviation Follow-Up 
(to be completed by Service Coordinator/Supervisor or Nurse for med deviations) 

 
Does incident require investigation?      Yes        No 
               (ALL allegations of abuse/ neglect, injury of unknown origin)  
If yes, date of completion of investigation ______________ 
 
Description of incident follow-up/ action taken 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
    
 
 
 
 
 
    
Signature of person responsible for follow-up ___________________________________  Date ____________ 
 
Dissemination Protocol: 
If follow-up completed by SC, attach original to Unusual Incident Report, file to customer central file, copy to ADS and agency nurse (if pertaining to 
customer receiving HCC). 
If follow-up completed by agency nurse, attach original to Unusual Incident Report, file to customer central file, copy to SC and ADS. 
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