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	State of Maryland, Department of Health and Mental Hygiene

Developmental Disabilities Administration
                                        Agency Investigation Report                                        
APPENDIX 7
                

	I) Individual’s Name:       
	Sex:  FORMCHECKBOX 
M  FORMCHECKBOX 
F          
	OHCQ Incident#     

	Address:      
	DOB:     /  /    

	City:       
	State:      
	Zip:      

	Individual’s social security number:    /  /    

	Date and time incident occurred:     /  /     
	at   :    FORMCHECKBOX 
AM  FORMCHECKBOX 
PM (Check One)

	If different, when was incident discovered:     /  /     
	at   :    FORMCHECKBOX 
AM  FORMCHECKBOX 
PM (Check One)

	# of individuals present at the time of incident:       
	# of staff present at time of incident:      

	Address where incident occurred, if different from individual’s address:     

	Individual’s level of supervision as indicated in the IP:      

	Individual’s level of supervision at the time the incident occurred:       

	II) Agency Name:      

	Date of Appendix 7 Report:     /  /    
	Time of Report:  :    FORMCHECKBOX 
AM  FORMCHECKBOX 
PM (Check One)

	Agency’s contact person for this report:      
	Title/Relationship:      

	Phone #: (   )    -     ext.         
	Fax #: (   )    -       ext.            
	Email Address:      @     

	III) Type of Incident:                                                FORMCHECKBOX 
  Reportable

	 FORMCHECKBOX 
 ER visit due to a severe injury
	 FORMCHECKBOX 
 Severe injury   

	 FORMCHECKBOX 
 Neglect
	 FORMCHECKBOX 
 Theft of individual’s property (> $50)  

	 FORMCHECKBOX 
 Unplanned hospital admission:  Name of Hospital        
	 FORMCHECKBOX 
 Unauthorized/inappropriate use of restraints    

	 FORMCHECKBOX 
 Police Dept. visit w/ report taken and/or individual is safety risk:         

     Police report #     
	 FORMCHECKBOX 
 Use of restraints that result in any type of injury

	
	 FORMCHECKBOX 
 Fire Dept. visit

	 FORMCHECKBOX 
 Chemical intervention
	 FORMCHECKBOX 
 Medication error requiring treatment and/or hospital admission

	 FORMCHECKBOX 
 Leave w/o notification (absent > 4 hours)  
	 FORMCHECKBOX 
 Death

	 FORMCHECKBOX 
 Leave w/o notification (individual in immediate danger)
	 FORMCHECKBOX 
 Other-explain:      

	Abuse: (Select One)   FORMCHECKBOX 
 Staff and individuals                            FORMCHECKBOX 
 Two or more individuals                              

	 FORMCHECKBOX 
 Physical abuse 
	 FORMCHECKBOX 
Use of aversive technique   
	 FORMCHECKBOX 
 Violation of an individual’s rights

	 FORMCHECKBOX 
 Sexual abuse 
	 FORMCHECKBOX 
 Psychological abuse
	 FORMCHECKBOX 
 Seclusion
	 FORMCHECKBOX 
 Inhumane treatment

	 FORMCHECKBOX 
 Internally Investigated

	 FORMCHECKBOX 
 Injury (moderate)
	 FORMCHECKBOX 
 Physical Aggression
	 FORMCHECKBOX 
Leave w/o notification (<4 hours)

	 FORMCHECKBOX 
 Police Dept visit – report not taken
	 FORMCHECKBOX 
 Theft (<$50
	 FORMCHECKBOX 
 ER visit due to mild or moderate injury  
Name of Hospital:      

	 FORMCHECKBOX 
 Hospital treatment for chronic condition

     Name of Hospital:      
	 FORMCHECKBOX 
 Medication error requiring R.N. Consult

	
	 FORMCHECKBOX 
 Other-explain:      

	INVESTIGATION

	IV) Briefly describe your understanding of the circumstances of the incident at the time of the initial report:      

	V) Describe how  your understanding of the circumstances of this incident has changed since your initial report (if applicable):      

	VI) Describe the agency’s immediate response to the incident. Was a team meeting held?     

	VII) Who was interviewed after the incident (list all including the individual, witnesses, staff and the employee who originally reported the incident) If the individual (s) involved are non-verbal how was the interview conducted?  Include a discussion of your internal procedure for this type of incident, and whether staff followed the procedure.  If not, please explain.      

	VIII) Describe how the investigation was conducted.  Include a list of other parties involved in conducting the investigation and how was evidence obtained and handled.      
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	IX) Does this individual have a BP?       If yes, are the behaviors monitored in the BP related to this incident?        

If No, is behavior intervention required?      

	X) Describe any significant history, diagnosis, contributing events that may be relevant to this incident:      

	XI) Explain your findings and conclusion from this investigation.  Were the allegations substantiated?       

	RESULTS OF THE INVESTIGATION

	XII) Describe the preventive measures implemented for this individual and each of the other individuals who were involved in this incident and briefly describe any recommendations to reduce the risk of re-occurrence of this type incident.      

	XIII) Explain the corrective and/or disciplinary action that was/will be implemented for staff as a result of this incident.      

	XIV) Describe the long term impact of this incident for this individual.      

	XV) List additional services or supports that will be needed for this individual as a result of this incident? Include the names of the person responsible for providing the service/support, current status of the service/support and projected completion date.     

	XVI)  Other relevant information                                                                                                                                                                                          
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