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————————Therapeutic Foster Care




SERIOUS INCIDENT REPORT


	Case #
	
	
	Program
	Therapeutic Foster Care
	Date of Incident
	

	Client’s Name
	
	TFC Home
	 FORMDROPDOWN 
                     
	Starting Time
	
	a.m.  FORMCHECKBOX 
 p.m.  FORMCHECKBOX 


	Place of Incident
	
	Ending Time
	
	a.m.  FORMCHECKBOX 
 p.m.  FORMCHECKBOX 



	 FORMCHECKBOX 

	Physical Assault Against Staff
	 FORMCHECKBOX 

	Suicidal Threat      FORMCHECKBOX 
 Attempt

	 FORMCHECKBOX 

	Physical Assault Against Peer
	 FORMCHECKBOX 

	Weapon  

	 FORMCHECKBOX 

	Reactive Assault Against Peer
	 FORMCHECKBOX 

	AWOL/Missing Person  (more than 24 hours)

	 FORMCHECKBOX 

	Self –Destructive Behavior
	 FORMCHECKBOX 

	Abuse Allegation/Report/Finding

	 FORMCHECKBOX 

	Destruction of Property
	 FORMCHECKBOX 

	Sexual  Misconduct

	 FORMCHECKBOX 

	Medical Event
	 FORMCHECKBOX 

	Substance Use/Abuse/Possession

	 FORMCHECKBOX 

	Victim of Assault
	 FORMCHECKBOX 

	Other____________________________


	DESCRIPTION of Incident  (List other clients involved by Initials only) 

     

	

	ACTION TAKEN by Staff – Intervention Attempted – Effectiveness of Intervention  




	 * NOTE – Upon Client’s Return: make a copy of original SIR, enter Return Date and forward/ Fax to MIS.                Return Date   

	Persons Involved
	

	Foster Parent (Print Name)
	     
	Signature
	
	Date
	     

	Foster Parent (Print Name)
	     
	Signature
	
	Date
	     


	Legal Guardian/Agency Notified (must be notified within 24 hours of incident)
	
	Relationship
	
	Date
	
	Time
	     

	Means of Notification
	
	Staff Providing the Notification
	

	Additional Notifications
	 FORMCHECKBOX 
  Licensing (within 24 hours)
	
	 FORMCHECKBOX 
  Protective Services 
	     

	 FORMCHECKBOX 
 Law Enforcement
	     
	 FORMCHECKBOX 
  Agency
	     
	 FORMCHECKBOX 
  Other
	     


	Comments/ Concerns/ Actions By Guardian or Reporting Staff Member  (Document any Staff Injuries here) 




	CORRECTIVE ACTION TAKEN – 



	1. Executive Director  (Print Name)
	     
	Position
	     
	Signature
	
	Date
	     

	2. Program Director (Print Name)
	     
	Position
	     
	Signature
	
	Date
	     


*Formerly Presbyterian Homes and Family Services, Inc. 
