Eastern Band of Cherokee Indians

Health and Medical Division

Incident Report
Department Incident Occurred:..........oovviiiiiiiii i Date of Report:..................
Date of Incident: ...................... Time of Incident:...............oooeviiiinnnni. [] Initial [1  Follow-up
Type of Incident Severity Duration
1. Employee Injury O 1. Fatal O
2. Patient Injury O 2. Hospitalized [ Lost time (days)
3. Visitor Injury N 3. Ambulatory 0
4. Medical Injury O 4. No Treatment [J 1. Temporary O
5. Property Damage 0 5. Levell 0 2. Partial Permanent O
6. Hazardous Condition [ 6. Level II O 3. Full Permanent N
7. Medication Error 0 7. Level 111 0 4. Suspended with pay N
8. Confidentiality 0 8. Level IV 0 5. Suspended without pay [
9. Other: 0 6. None 0
Examined by Primary Care Provider Y N Medical Expense Incurred Y N Estimated Cost $
Investigated by: Phone Number: ( ) Ext. no.
Description of Incident: (attach full narrative)
Individual involved / patient / employee involved in incidents (fill in as applicable)
Name SSN Date of Birth Sex
M

Address City State Zip

Phone Job Title Work Phone Supervisor
Employee
On Duty How long on duty Which shift Destination

Y N

Diagnosis Condition before incident. Medication administered Medication
Patient

Purpose of Visit
Visitor

Owner of Property Private Property Tribal Vehicle Involved Tag No.
Property Y N
Address City State Zip

Nature of Damage

Estimated Repair/replacement

Witness (include name, address, and phone number)

Signature of Person Involved or Making Report

Signature of Person Involved (Print)
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Eastern Band of Cherokee Indians

Health and Medical Division

Incident Report

ADMINISTRATIVE REPORT

*Please place comments in the report below.

Physicians Statement (if applicable)

Was person involved seen by physician Time seen AM/PM Where
Y N
Statement of Physician
Signature of Physician Physician’s Name Date

Non-Medical Examination Statement

If the person involved does not wish to be seen by a physician, please have the person so state and sign the statement.

Signature of Person Name of Person Date

Department Manager’s Report

Department Manager’s Signature Name of Manager Date

Medical Director’s Report

Medical Director’s Signature Medical Director Date

Ann Bullock

Health Operations Director / Executive Director’s Report

Signature Health Operation Director: Jody Adams Date
Executive Director: Casey Cooper

Incident Review Committee Report

Signature of Chairman Name Date
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