OCFS-8021 (1/2011)
NEW YORK STATE

OFFICE OF CHILDREN AND FAMILY SERVICES
SERIOUS REPORTABLE INCIDENT FORM

BRIDGES TO HEALTH (B2H) HOME & COMMUNITY BASED SERVICES
MEDICAID WAIVER PROGRAM

PAGE 1 OF 2

To be filled out by Office of Children and
Family Services (OCFS) Bureau of Waiver
Management (BWM) Only:

REPORT NUMBER:

INSTRUCTION: To be completed by the Health Care Integration Agency (HCIA) as the Lead Agency, unless
otherwise directed by Office of Children and Family Services (OCFS). This form must be submitted to the Bureau of
Waiver Management within one business day of staff becoming aware of the incident.

CHILD’S NAME (LAST, FIRST, MI,):

CHILD’S ADDRESS:

DATE OF BIRTH: SEX:
[ Male []Female

MEDICAID CIN #:

COUNTY OF FISCAL RESPONSIBILITY:

CAREGIVER’'S NAME (LAST, FIRST, ML,):

CAREGIVER’'S ADDRESS:

PHONE #:

CHILD’S CURRENT LOCATION:

EXPECTED LENGTH OF STAY IF KNOWN:

HEALTH CARE INTEGRATOR (HCI)/WAIVER SERVICE PROVIDER (WSP):

HEALTH CARE INTEGRATION AGENCY (HCIA) NAME:

PHONE #:

B2H WAIVER TYPE (Check one only)

[] B2H Serious Emotional Disturbance (SED) Waiver
] B2H Developmental Disabilities (DD) Waiver

[J B2H Medically Fragile (MedF) Waiver

Date & Time of Alleged Incident: / /

Date & Time Lead Agency was notified:

Preliminary Category of Alleged Incident (Check all that apply):

[ Allegation(s) of physical, sexual, and/or psychological abuse or maltreatment.
Was a call made to the Statewide Central Register (SCR)? [ Yes
If Yes, was a Report Accepted by SCR? [ ]Yes []No

[] Serious injury and/or accident to the child that threatens his/her ability to maintain B2H Medicaid Waiver Services. This may
include: death of a child, missing child, hospitalization, and instances of serious bodily injury occurring during the provision of

B2H services.

[] Significant disruption of the caregivers’ capacity to care for the child.

I No [J Unknown

List names and roles of individuals involved with pertinent information.

Name Agency/Relationship

to Participant

Role

Regarding Incident Phone #
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To be filled out by OCFS BWM Only:
REPORT NUMBER:
Complete the following:

1. Provide a clear and objective description of the event. (attach additional sheets if necessary).

2. List actions taken as a result of the incident that impact the child’s ability to continue receiving B2H Medicaid
Services (either in this setting or by the involved B2H Medicaid Waiver Service Provider(s)).

3. Isthere a known history of similar incidents involving this child? [ ] No []Yes If Yes, please explain.

4. List the follow-up steps to be taken.

STATUS RECOMMENDATION:
At this time, the Lead Agency Representative recommends the following:

[] Continue Inquiry

[] Close Inquiry
Reason for Recommendation:

LEAD AGENCY REPRESENTATIVE NAME: LEAD AGENCY REPRESENTATIVE SIGNATURE: DATE:
X

LEAD AGENCY NAME: PHONE #:

LEAD AGENCY ADDRESS: CITY: STATE: ZIP CODE #:

Original — OCFS Bureau of Waiver Management; Copy —Health Care Integration Agency,
OCFS Quality Management Specialist, Local Department of Social Services or
Division of Juvenile Justice and Opportunities for Youth




