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	NJ Department of Human Services
Commission for the Blind and Visually Impaired


Follow Up Report Form (Attachment C)
Due within 30 business days of incident occurrence
 Submit all reports to: kevin.harris@dhs.nj.gov or fax to (973) 648-7364

	INCIDENT INFORMATION AND FINDINGS

	NJIRMS#:      
	
	Provider/Agency Name:      

	Incident Date:      
	
	Completed by (name/title):      

	Alleged Victim(s):      
	
	Contact Number:      

	Alleged Perpetrator(s):      
	
	Email Address:      

	
	
	

	Incident Code:      
	
	☐ Substantiated/Yes    ☐ Unsubstantiated/No

	Incident Code:      
	
	☐ Substantiated/Yes    ☐ Unsubstantiated/No

	Incident Code:      
	
	☐ Substantiated/Yes   ☐ Unsubstantiated/No

	Incident Code:      
	
	☐ Substantiated/Yes   ☐ Unsubstantiated/No



	SUMMARY OF INCIDENT REVIEW/INVESTIGATIVE FINDINGS
Note: All allegations require a summary of the agency’s analysis/evaluation/internal investigation.  Attach all interviews (AV, AP, witness), written statements, and additional supporting documents to support your findings (i.e. policy and procedures, records, etc.).

	Provide a detailed description of the methods used to gather information during your internal review or investigation.  If applicable, identify new/additional information such as allegations, victims, perpetrators, etc.

	     




	ACTIONS TAKEN/PLANNED
Indicate the actions taken and/or planned as a result of your agency’s investigative findings/outcome of review.  Include a description/further detail in the space provided below (i.e. name of hospital, treatment received, referral information, name of training, type of disciplinary action, etc.)  Actions should be Protective, Corrective, and/or Preventative.

	☐Further Investigation
	☐Treatment Received/Planned

	☐Root Cause Analysis
	☐Coordination of Care

	☐Review ☐Revision of Agency Policy & Procedure
	☐Treatment/Interdisciplinary Team Meeting

	☐Disciplinary action(s)
	☐Treatment Plan Change

	☐Referred to Professional Licensing Board
	☐Consumer Discharged/Withdrawal from Program

	☐Staff Training/Consumer Education
	☐Referred to Higher Level of Care

	☐Increased Monitoring
	☐Referral/Linkage to Resources

	☐Increased Supervision
	☐Counseling

	☐Administrative Oversight
	☐Assessment(s) Completed

	☐Other (Please specify)
	☐Funds Reimbursed

	
Detailed description of actions/Additional information:      



The information contained in this report is confidential. This document is for internal use only and is not a public document. Only those with a need to know and have authority to review this report may review the report. This report may contain confidential client information, as well as protected health information, which are protected by state and federal confidentiality laws. Unauthorized disclosure of any of the contents of this report may result in civil and/or criminal penalties.
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