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	NEW YORK STATE

OFFICE OF CHILDREN AND FAMILY SERVICES

SERIOUS REPORTABLE INCIDENT 
STATUS/PROGRESS REPORT
BRIDGES TO HEALTH (B2H) HOME & COMMUNITY BASED SERVICES

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

REPORT NUMBER:

     


INSTRUCTION: To be completed unless otherwise directed by the OCFS Bureau of Waiver Management, by the Health Care Integration Agency (HCIA) as the Lead Agency, unless otherwise directed by Office of Children and Family Services (OCFS). Attach additional sheets if necessary.
	CHILD’S NAME (LAST, FIRST, MI,):

     
	INCIDENT DATE:
     

	DATE OF BIRTH:

     
	SEX:

 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
	MEDICAID CIN #:

     
	OCFS-8021 REPORT DATE:

     

	B2H WAIVER TYPE (Check one only)

	 FORMCHECKBOX 
  B2H Serious Emotional Disturbance (SED) Waiver

 FORMCHECKBOX 
  B2H Developmental Disabilities (DD) Waiver

 FORMCHECKBOX 
  B2H Medically Fragile (MedF) Waiver

	REPORT TYPE (Check One): 

 FORMCHECKBOX 
  Additional Information  - submit immediately as information becomes available or as required.

 FORMCHECKBOX 
  Initial update – due to the Bureau of Waiver Management within 30 days from the serious Reportable Incident Form Submission. 

 FORMCHECKBOX 
  Monthly update – due to the Bureau of Waiver Management every 30 days after Initial update, until inquiry is closed by OCFS Bureau of Waiver Management.

	1. What follow-up activities have been undertaken since the last report? Include any additional information regarding the incident.      
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	2. What action steps are necessary to complete the inquiry?      

	STATUS RECOMMENDATION:

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

 FORMCHECKBOX 
 Continue Inquiry
 FORMCHECKBOX 
 Close Inquiry
Reason for Recommendation:      

	

	LEAD AGENCY REPRESENTATIVE NAME:

     
	LEAD AGENCY REPRESENTATIVE SIGNATURE:

X
	DATE:

     

	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


















