My Health Record – Clinical incidents Report Form 
		
	Incident Report Form 

	Date of Incident 
	
	Time of incident 
	

	Location:

	

	Name of person completing form 

	

	Position of person completing form 
	[bookmark: _GoBack]
	Contact Number
	

	Employees, Volunteers or Directors involved in incident: 

	Name:
	Contact Number: 

	
	

	
	

	
	

	Clients or Community members involved in incident: 

	Name: 
	Contact Number: 

	
	

	
	

	Description of incident and background:
(Include all relevant circumstances and information leading up to the incident, wether the incident was witnessed, and any other relevant issues.) 

	


This Form is to be used in accordance with the E-health related Incidents policy and information sheet. 


	Who was informed of the incident?
( For example CEO, Manager, Vendor, NEHTA, DHS/ Medicare…) 

	Name 
	Organisation 
	Contact  details

	
	
	

	
	
	

	
	
	



	Actions Taken to date:
(include date and time of Contact, 

	Action 
	Date 

	1.
	

	2. 
	

	
	

	
	



	Follow up actions planned 

	Action 
	Date 

	
	

	
	

	
	

	
	



	Incident report Form authorised by:
	Date:

	
  
Signature of employee: 
	

	

Signature of manager : 
	





Sample form 
