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ARKANSAS DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

OFFICE OF LONG TERM CARE

Incident & Accident Next Day Reporting Form

Purpose/Process

This form is designed to standardize and facilitate the process for the reporting allegations of resident abuse, neglect, misappropriation of property or injuries of an unknown source by individuals providing services to residents in Arkansas long term care facilities for next day reporting pursuant to LTC 306.2.  

The purpose of this process is for the facility to compile the information required in the form DMS-7734, so that next day reporting of the incident or accident can be made to the Office of Long Term Care. 

Completion/Routing

This form, with the exception of hand written witness statements, MUST BE TYPED! 

The following sections are not to be completed by the facility; the Office of Long Term Care completes them:

1. The top section entitled COPIES FOR:
2. The FOR OLTC USE ONLY section found at the bottom of the form.

All remaining spaces must be completed.  If the information can not be obtained, please provide an explanation, such as “moved/address unknown”, “unlisted phone”, etc.

If a requested attachment can not be provided please provide an explanation why it can not be furnished or when it will be forwarded to OLTC.

The original of this form must be faxed to the Office of Long Term Care the next business day following discover by the facility.   Any material submitted as copies or attachments must be legible and of such quality to allow recopying.

OLTC INCIDENT AND ACCIDENT REPORT (I&A)

	

	Date and Time Submitted (if known):
	            
	
	Date & Time of Discovery:
	            

	

	Facility Name:
	     

	

	Facility Area Code and Telephone Number:
	(   )
	     

	

	Facility Address:
	     

	

	     

	

	Staff Reporting I & A:
	     
	Title:
	     

	

	Date of I & A:
	     
	Time:
	     
	 FORMCHECKBOX 
 AM
	 FORMCHECKBOX 
 PM

	

	Name of Resident:
	     
	Age:
	     
	Sex:
	 FORMDROPDOWN 

	Race:
	 FORMDROPDOWN 


	

	Status of Alleged Perpetrator:
	 FORMCHECKBOX 
 Facility Employee
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Visitor
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Unknown

	

	Type of Incident:
	Neglect
	 FORMCHECKBOX 

	
	Misappropriation of Property:
	Drugs
	 FORMCHECKBOX 


	
	
	
	
	
	Personal Property
	 FORMCHECKBOX 


	
	Abuse:
	Verbal
	 FORMCHECKBOX 

	
	Resident Trust Fund
	 FORMCHECKBOX 


	
	
	Sexual
	 FORMCHECKBOX 

	
	
	

	
	
	Physical
	 FORMCHECKBOX 

	
	

	
	
	Emotional/Mental
	 FORMCHECKBOX 

	
	

	

	NOTIFICATIONS:
	FAMILY:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	DOCTOR:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	LAW ENFORCEMENT:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	ADMINISTRATOR:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	

	

	SUMMARY OF INCIDENT - PLEASE COMPLETE ON PAGE 2

	

	

	

	STEPS TAKEN TO PREVENT CONTINUED ABUSE OR NEGLECT DURING THE INVESTIGATION - PLEASE COMPLETE ON PAGE 3

	

	

	

	

	


SUMMARY OF INCIDENT - CONTINUED FROM PAGE 1

     
STEPS TAKEN TO PREVENT CONTINUED ABUSE OR NEGLECT

DURING THE INVESTIGATION - CONTINUED FROM PAGE 1

     
DMS-7734
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FOR OLTC USE ONLY

CODES:
A-Abuse

E-Elopement
F-Fire

PO-Power Outage

DI-Disease
OT-Other


RA-Res to Res Abuse

MP-Misappropriation of Property

UD- Unusual Death


                                ND-Natural Death
                                  IUS-Injury of Unknown Source
                             NG-Neglect

DMS-7734
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