Idaho Department of Juvenile Corrections
CONTRACT PROVIDER INCIDENT REPORT

Part I: Incident Details
A)
Juvenile’s Name: 

Juvenile’s Assigned Group/Housing Unit:      

B)
Date of incident: 


     

   FORMTEXT 

     

  Time of incident  am   FORMCHECKBOX 
 pm 

Location of incident:       FORMTEXT 

     

    Reporting staff name 

C) Witness(es) and juveniles involved:      


D)
Brief narrative description of incident and action taken: 
E)
Type of incident (Check all that apply):
 FORMCHECKBOX 
 24-Hour reporting   FORMCHECKBOX 
 73-Hour reporting


 FORMCHECKBOX 
 Juvenile injury/illness    FORMCHECKBOX 
 Juvenile death    FORMCHECKBOX 
 Disclosure of criminal activity    FORMCHECKBOX 
 Property damage


 FORMCHECKBOX 
 Assault (or attempt) on juvenile     FORMCHECKBOX 
 Assault (or attempt) on staff     FORMCHECKBOX 
 Escape (or attempt)


 FORMCHECKBOX 
 Medication or food refusal for three (3 days)    FORMCHECKBOX 
 Medical/MH Emergency    FORMCHECKBOX 
 Theft


 FORMCHECKBOX 
 Contraband; specify: 
 FORMTEXT 

     


    Juvenile arrest or law enforcement contact/report

 FORMCHECKBOX 
 Isolation/separation over two hours: Time in: 
 FORMTEXT 

     
  am   FORMCHECKBOX 
 pm    Time out: 
 FORMTEXT 

     
  am   FORMCHECKBOX 
 pm  (attach logs)

 FORMCHECKBOX 
 Suicidal behavior/threat, self-harm; specify: 
 FORMTEXT 

     

     Juvenile abuse/neglect


 FORMCHECKBOX 
 Sexual misconduct*; specify: 
     *Incidents involving sexual misconduct have additional reporting requirements outlined in IDAPA Rule 241.05 (j).i-vi.

 FORMCHECKBOX 
 Other; specify: 
F)
Action Taken (Check all that apply):


 FORMCHECKBOX 
 Physical intervention         FORMCHECKBOX 
 Physical restraint       FORMCHECKBOX 
 Safety/protective measures implemented

     FORMCHECKBOX 
 Room Time: Time In: 
 FORMTEXT 

     

  am   FORMCHECKBOX 
 pm    Time Out: 
 FORMTEXT 

     

  am   FORMCHECKBOX 
 pm  

 FORMCHECKBOX 
 Visitation restriction due to juvenile’s behavior: Date 


     
  FORMTEXT 

     

 Time  am   FORMCHECKBOX 
 pm  
 FORMCHECKBOX 
 Suicide precautions initiated: Level 


     
 

     

 Time  FORMTEXT 

     
 Date  am   FORMCHECKBOX 
 pm  

 FORMCHECKBOX 
 Escape precautions initiated: Level 


     
 

     

 Time  FORMTEXT 

     
 Date  am   FORMCHECKBOX 
 pm 
 FORMCHECKBOX 
 Other; specify: 
G)
Injury information:  Cause of Injury:  FORMCHECKBOX 
 Staff     FORMCHECKBOX 
 Juvenile    FORMCHECKBOX 
 Accident     FORMCHECKBOX 
 Self-harm     FORMCHECKBOX 
 None

 FORMCHECKBOX 
 Injured in application of restraint    FORMCHECKBOX 
 Other 

Brief description of injury and treatment provided: 

Checked by medical staff at the time of the incident:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Medical Staff Name      
  Date juvenile checked: 


     
  FORMTEXT 

     
      Time  am   FORMCHECKBOX 
 pm 
Part II: Notifications

H) Persons notified (Full name, Date, and Time of notification): 

Supervisor 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm 
IDJC Medical 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm
Juvenile Service Coordinator 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm
Juvenile Probation Officer 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm
Parent/Guardian 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm
OTHER CONTACTS: As determined necessary and/or outlined in policy or IDAPA Rule.

Other 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm 
Other 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm 
Other 


     

  

     

 Time    FORMTEXT 

     

 Date  am   FORMCHECKBOX 
 pm 
Part III: Provider Certification
I)  


     

 

     

 Time    FORMTEXT 

     

 Report date  am   FORMCHECKBOX 
 pm

Name and title of person preparing report
The information reported above is true and correct to the best of my knowledge.

Staff signature 

Date

 


     

 

     

 Time    FORMTEXT 

     

 Review Date  am   FORMCHECKBOX 
 pm 
Name and title of reviewing supervisor/Quality Control 
Supervisor/Quality Control signature 
Date
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