Michigan Department of Community Health

MI Choice Medicaid Waiver Program

Critical Incidence Reporting


Waiver Agency      
WA Contact Person      
Reporting Person     
Contact Phone      
Reporting Person Phone       Agency:      
	DATE:
	Type of  Incident:

	     
	Exploitation

	     
	Illegal Activity in Home

	     
	Neglect

	     
	Physical Abuse


	     
	Provider No Shows, bed bound or critical need participant

	     
	Sexual Abuse

	     
	Theft, of anything


	     
	Suspicious or Unexpected Death that is also reported to law enforcement

	     
	Verbal Abuse - Verbal or threatening behavior by provider/live in person

	     
	Worker Consuming 
Drugs/Alcohol on Job


Participant Name      
Participant MA ID#      
	DATE:
	Actions/Resolution:

	     
	     

	     
	     

	     
	     

	     
	     


Check all the boxes that apply:
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 CONTROL Forms.CheckBox.1 \s [image: image2.wmf]Money Follows P
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COMMENTS:

     

COMMENTS Continued:

     
Follow Up Notes:

     
     







     
Waiver Agent Staff Completing the Report

Date
     







     
Waiver Agent Supervisor




Date
PAGE  
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