INCIDENT REPORT FORM -TAccessSAu.

This form is to be used to report all Customer accidents and incidents. Once completed, the form must be submitted to your line
Manager, Joe Gannon and Louise Wheatley within 24 hours of the occurrence. All reportable incidents must be reported to
the CEO or their nominated delegate AND line Manager within 1 hour of discovery.

SECTION 1: INCIDENT DETAILS

This section must be completed for all incidents by the person involved in the incident wherever possible. If the person involved
is unable to complete this form it must be completed by their Manager with the assistance of the people involved. Please include
full name of all persons involved in the incident.

What are the details of the Incident?

Incident Date: Incident start time: AM/PM Admin Use Only Incident Number:
Incident finish time: AM/PM

Reported By:

What was happening immediately prior to the incident:

What Happened (incident):

Who did it happen to (customer name in full):

Who was involved in the incident other than the Customer:

Incident Location
[J Community [ Other service provider I In vehicle [ Other
UJ At home - Address:

Select Incident Type:

[ Behaviour of concern I Fall — Found on Floor ] Found Wandering

I Unauthorised Restraint [ Fall — Found with Injury ] Medication

[ Choking/Coughing on eating/drinking (aspiration) [ Fall — Found without Injury [ Death

[ Skin Injury/Tear/Integrity/Laceration U1 Fall/Slip/Trip/Collapse L] Other. e

Immediate Actions taken:

Were there any Witness(es): [1Yes [1No

Name, Address and Phone No.

SECTION 2: HARM / INJURY DETAILS

L1 Not applicable [ Applicable The following section must be completed where an injury has occurred.

Person Injured / Harmed: [1Customer [JOther Customer [JMentor/staff [JOther

Response to [ First Aid Only [ Medical Treatment — No Hospitalisation

Injury: ] Fatality [J Medical Treatment — with Hospitalisation Hospital:

Injured Description:

Mechanism of Injury:

[ Individual Related Incident / Customer Behaviour [ Person Hitting Object/Hit by Object

[ Slip / Trip / Fall ] Psychological

[J Cut / Laceration [ Other:
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INCIDENT REPORT FORM JAcCCcesS4u.

LINot Applicable [C1Applicable This section must be completed where an incident involves a Customer’s behaviour.

Select Behaviour Type(s):

[1Aggression - Physical [IConflict with Other External Person CThreat of Self Harm
[CJAggression - Verbal CInappropriate Sexual behaviour CJUnsafe behaviour
[IConflict with other Customer [IMissing/Wandering/Lost [IOther

[IConflict with Staff [ISelf harm

Does the Customer have a Behaviour Support Plan? [JYes [No

Was PBSP followed? UYes [No
Does the Customer have current PRN guidelines? OYes [No
Was PRN medication required for this incident? J*Yes [No
*If yes, medication name dose and time
Was PRN medication effective? OYes [CONo [CIN/A
Does the Customer have a Restraint Authority? OYes [ONo

Were restraints applied: [INo CYes If yes, select type:
[OMechanical (eg. Onesie, seatbelt guard) CIEnvironmental (eg. Locked door, preventing access to TV, phone, etc)

CIPhysical - Clescort or Lrestraint,  [11 person or [12 person Duration of restraint: minutes

Describe additional Unauthorised Restrictive Practices used, not in the BSP:

SECTION 4: MEDICATION

U] Not Applicable 1 Applicable This section is only completed where an incident occurs involving Medications.

What happened? [1*Missed Medication [1*Wrong Medication [1*Wrong Dose CJPharmacy Error CJ*Wrong
Route  [J*Not Signed [J*Wrong Person O*Wrong Time [d*Other:

*An incident reflection form must be completed by the person who made the error within 48 hours of the incident

Name of medication/s involved:

Why/How did it occur? (Please describe in detail, include the name of the person who made the error if it wasn’t you):

REPORT COMPLETED BY:

This section must be completed by the person completing the incident report.

Name in full, Signature: Date:

OFFICE USE ONLY
Incident Report entered in Incident Management Register: [Yes [INo
Staff Name: Date:

Investigation: [JReview Only [Service Provision Review [llnvestigation Required  [IRisk Assessment Required

Authorised Restrictive Practices entered on NDIS Portal OYes OONo [ON/A

Unauthorised RP Reported on NDIS Portal within 5 Days of Incident Occurring ClYes [ONo Date: CON/A
Reportable Incident Reported on NDIS Portal within 24 hours of Incident Occurring CDYes [ONo Date: COIN/A
Copy of Incident provided to PBSP Practitioner: [dYes [INo CIN/A

Incident Discussed with Customer, their Guardian or Decision Maker: [OYes [ONo If nO, reason: ....uveeveeeiececrecnene.

Please use this section to include any additional notes for the incident reported: ........cccoevvvevevecececcinnnen.
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