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Reportable Incident
Patient Information
If the incident involves a patient, complete the following.
Does the patient have a history of similar incidents?
Does the patient receive services from another facility?
If yes, where?
Service Type
Access Type
Current Condition
Treatment Information
Current Dry Weight:
Total Heparin Dose:
Complete the following charts for the treatment involved, last two treatments and the most recent labs. It is a requirement to submit copies of the last three treatment sheets. If the patient is deceased, also include the mortality review of the patient.
Pulse
Blood Pressure
Weight
Date
Pre
Post
Pre
Post
Pre
Post
Hct. or Hgb.
Kt/V or URR
Potassium
Date
Result
Date
Result
Date
Result
Summary
On what shift did the incident occur?
Provide a brief summary of the incident. (Attach additional sheets, if necessary.) 
Did the patient sustain any injuries?
Were X-rays performed?
Provide a narrative report of the investigation. (Attach additional sheets, if necessary.) 
Action to be Taken as a Result of this Incident
Check all that apply:
Patient Transfer
Complete this section only if the patient was transferred to another facility.
Also Include:
Also Include:
It is a requirement to submit copies of the last three treatment sheets. If treatment sheets are not included, provide an explanation.
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	CurrentPage: 
	Death of Patient : 0
	Hospital Transfer : 0
	Hepatitis B Conversion for Patient: 0
	Hepatitis B Conversion for staff: 0
	Involuntary Transfer or Discharge of a Patient: 0
	Fire in Facility: 0
	Date of report: 
	Date of incident: 
	Time of incident: 
	Morning: 0
	Afternoon: 0
	Date of Last Dialysis Treatment: 
	Facility Name: 
	Facility License Number: 
	Facility provider Number or Centers for Medicare and Medicaid Services certification number: 
	Street name and number of facility: 
	City of Address of facility: 
	State of Address of facility: 
	ZIP code of Address of facility: 
	Area Code and Phone of facility: 
	Reporter Name: 
	Title of alleged perpetrator : 
	Reporter's primary phone number including area code: 
	Reporter's secondary phone number including area code: 
	Reporter's email: 
	Full Name of alleged perpetrator: 
	Patient's date of birth: 
	Date Started Dialysis: 
	Date Admitted to Current Facility: 
	All Diagnoses regarding patient: 
	Level of Supervision: 
	Yes, patient has a history of similar incidents: 
	No, patient does not have a history of similar incidents: 
	If yes, explain the history of similar incidents: 
	Yes, the patient receive services from another facility: 
	No, the patient does not receive services from another facility: 
	The patient receive services from home health : 
	The patient receive services from hospice : 
	The patient receive services from nursing home : 
	The patient receive services from Assisted Living: 
	The patient receive services from a service not mentioned previously : 
	Specific service where The patient receive services from: 
	Name of facility: 
	Telephone number of alleged perpetrator: 
	Street name and number of facility: 
	City of Address of Perpetrator Address: 
	State of Address of facility: 
	ZIP code of Address of facility: 
	Hemodialysis In-Center: 
	Peritoneal Dialysis : 
	Home Hemodialysis : 
	Graft: 
	Fistula: 
	Central Catheter: 
	Peritoneal Dialysis: 
	Disposition of Resident: 
	Deceased: 
	In Hospital: 
	Name of Hospital: 
	Current Dry Weight in kilograms: 
	Total Heparin Dose units: 
	Reuse Number: 
	Start row 1 of 3. Date of treatment: 
	Pulse before treatment: 
	Pulse after treatment: 
	Blood pressure before treatment: 
	Blood pressure after treatment: 
	Weight before treatment: 
	End row 1 of 3. Weight after treatment: 
	Start row 2 of 3. Date of treatment: 
	Pulse before treatment: 
	Pulse after treatment: 
	Blood pressure before treatment: 
	Blood pressure after treatment: 
	Weight before treatment: 
	End row 2 of 3. Weight after treatment: 
	Start row 3 of 3. Date of treatment: 
	Pulse before treatment: 
	Pulse after treatment: 
	Blood pressure before treatment: 
	Blood pressure after treatment: 
	Weight before treatment: 
	End row 3 of 3. Weight after treatment: 
	Date Hemoglobin or hemocrit was measured: 
	Result of Hemoglobin or hemocrit measurement: 
	Date The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio was measured: 
	The result of The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio measured: 
	Date amount of potassium was measured: 
	The result of the potassium was measured: 
	Date Hemoglobin or hemocrit was measured: 
	Result of Hemoglobin or hemocrit measurement: 
	Date The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio was measured: 
	The result of The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio measured: 
	Date amount of potassium was measured: 
	The result of the potassium was measured: 
	Date Hemoglobin or hemocrit was measured: 
	Result of Hemoglobin or hemocrit measurement: 
	Date The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio was measured: 
	The result of The volume of fluid completely cleared of urea during a single treatment divided by the volume of water a patient's body contains or urea reduction ratio measured: 
	Date amount of potassium was measured: 
	The result of the potassium was measured: 
	License Number of alleged perpetrator: 
	Social Security number of alleged perpetrator: 
	Street name and number of alleged perpetrator: 
	Date of signature: 
	Incident occurred during day shift: 
	Incident occurred during evening shift: 
	Incident occurred during night shift: 
	What happened, who was involved and what action was taken when the incident occurred?: 
	Yes, the patient sustained some type of injury or injuries: 0
	No, the patient did not sustain any type of injury : 0
	If yes, explain injury or injuries: 
	Yes, X-rays were performed: 0
	No,  X-rays were not performed: 0
	If yes, provide X-ray results: 
	Provide a narrative report of your investigation. Indicate how the incident was handled and what actions will be taken to reduce the potential of similar incidents in the future. Attach additional sheets, if necessary. : 
	Check box 1 of 10, Education of Staff: 0
	Check box 2 of 10, Corrective Action and Monitoring: 0
	Check box 3 of 10, Education of Patient: 0
	Check box 4 of 10, Revision of Policy or Procedure: 0
	Check box 5 of 10, Education of Caregiver: 0
	Check box 6 of 10, Development of Policy or Procedure: 0
	Check box 7 of 10, Suspension of Alleged Perpetrator: 0
	Check box 8 of 10, Termination of Alleged Perpetrator: 0
	Check box 9 of 10, Measure, Analyze and Track in Quality Assessment and Performance Improvement, QAPI.: 0
	Check box 10 of 10, Other: 0
	Specific Action taken : 
	Facility Name: 
	Date of Transfer:: 
	Street name and number of facility: 
	City of Address of facility: 
	Check box 1 of 6, Plan of Care and Reassessment of the Patient's Plan of Care: 0
	Check box 2 of 6, Physician's Orders: 0
	Check box 3 of 6, Evidence of Interventions with the Patient and/or Caregiver (i.e., Progress Notes): 0
	Check box 4 of 6, Coordination with Network 14: 0
	Check box 5 of 6, Copies of Policies or Procedures for Involuntary Transfer of a Patient: 0
	Check box 6 of 6, Copies of Letters to Patient: 0
	Printed name of signature: 
	Signature: 



