	TEACHING FAMILY HOMES OF UPPER MICHIGAN
FAMILY SUPPORT PROGRAM
Critical Incident Report

	
	
	
	

	

	County:
	     
	Referring Agency:
	     

	FSW Agency:
	     
	Referring Worker:
	     

	FSP Worker:
	     
	Referring Supervisor:
	     

	Date FSW notified (if

notified by Ref. Wkr.):
	     
	Date Referring

Worker was notified:
	     

	DHS Case Number:
	     
	Case opening date:
	     

	Client/family name
	     
	Case closing date:
	     

	Case name if different:
	     

	

	1.
	PARTIES INVOLVED IN THE CRITICAL INCIDENT:

	Name(s)
	Relationship and Birthdate


	
	


	

	2.
	LOCATION, DATE AND TIME OF THE INCIDENT:


	
	 MACROBUTTON [1] "Click Here and Type" 
	     
	     


	
	Location
	Date
	Time

	

	
	DESCRIBE EVENT/CIRCUMSTANCES AND WHAT OCCURRED:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	

	3.
	OUTCOME OF INCIDENT (Describe the current status of those involved):


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	4.
	HOW DID CRITICAL INCIDENT BECOME KNOWN TO FAMILIES SUPPORT PROGRAM STAFF? DESCRIBE INVOLVEMENT OF FS WORKER IN THE INCIDENT, IF ANY:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	5.
	OTHER PERTINENT INFORMATION:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	6.
	WHO HAVE YOU NOTIFIED AND WHEN WERE THEY NOTIFIED?

	

	
	Indicate who was contacted:
	YES  NO
	Name of person contacted
	Date:

	
	Law enforcement & City/precinct:
	  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	
	CPS Worker:
	  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	
	CPS Supervisor:

   Was a FIA-3200 submitted?
	  FORMCHECKBOX 
     FORMCHECKBOX 

  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	
	Family Support Worker:
	  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	
	Your FSW Program Manager

     or other agency administrator
	  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	
	Other:
	  FORMCHECKBOX 
     FORMCHECKBOX 

	     
	     

	

	Please attach a copy of the following to this form and return it to the Chief Operations Officer within 24 hours. 

	

	 FORMCHECKBOX 

	Family Support Program Referral Form

	 FORMCHECKBOX 

	Copies of all completed reports:

	
	· Family Support Program  Service Plan

	
	· Family Support Program Progress Report (as applicable)

	
	· Family Support Program Termination Report

	 FORMCHECKBOX 

	Family Support Program Casenotes and Family Support Program Timesheets

	 FORMCHECKBOX 

	List of client contacts after closing

	

	A copy of the critical incident report ONLY, should be sent to the DHS County Director if applicable, and the referring worker. Follow the local office or county procedure, which may require additional information or that the information goes directly to other designated individuals.


_________________________________________________      __________________________

Family Support Worker




         Date

________________________________________________________       _____________________________

Family Support Supervisor


                       Date


