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CLIENT INCIDENT REPORT

Client’s Name 





 Date of Completion 



Date Incident Occurred 




 Date Incident Reported 



Individual Preparing Report 










	CRITICAL INCIDENTS* 

□Medical   □Psychiatric Emergency/Hospitalization: Admitted to:                                          □N/A
□Medication Issues □Unauthorized Physical Intervention
□Verbal Aggression □Physical Aggression □Intimidation □Imminent Danger  □Police Intervention

Allegations of □Physical Abuse □Sexual Abuse □Neglect: Date/Approx Date: ________________
□Psychosis/Hallucinations □Self-Harming Ideations □Self-Harming Behaviors
□Self-Harming Statements □Self-Harming Attempts □Suicide Ideations □Suicide Statements

□Suicide Attempts □Homicide Ideations □Homicide Statements □Homicide Attempts
□Sexual Acting Out □Exposing Self
□Weapon □Potentially dangerous item (list item _____________________________________)
□Other ______________________________________________________________________________
*All Critical Incidents require review within 24 hours

	NON CRITICAL INCIDENTS

□Bio-Parent Issues/Unauthorized Contact with Family Members
□Caregiver Accident/Injury/Illness             □Client Accident/Injury/Illness 

□Drug/Alcohol Issue (please indicate which): □Possession □Use
□Injury/Aggression to Biological Child      □Police Intervention         □Property Damage 

□Runaway □Runaway Attempt □Missing Child
□Suspension from School/Community Program
□Verbal / □Physical Aggression with successful de-escalation
□Other __________________________________________________________________


Incident Witnessed By: ___________________________________________________________________

Where did the incident take place? 
□Home □School □Daycare □Community □Other______________

Was a citation issued? 

□Yes 
□No
Was a police report taken? 
□Yes  
□No   If yes, please provide the police officer name(s) below: 

Describe the incident: 



















































































Individuals Notified of the Incident:

	Name
	Relationship to Client
	Date & Time

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Was a Safety Plan implemented? □Yes 
□No
If yes, please attach a copy
FOR APEX STAFF USE ONLY
Did the youth require additional assessments based on presenting behaviors? If so, please indicate which follow-up assessment were completed and by whom. 

Aggression (verbal not able to be de-escalated/physical) ________________________________________
Inappropriate sexualized behavior __________________________________________________________
Missing from care ______________________________________________________________________
Self-harm/suidical ideations _______________________________________________________________
Change of placement assessment ___________________________________________________________
Follow up Action/ Specific Issue(s) to be Addressed: 




































































Staff Documenting Follow-Up Action: 









Date to Review Follow-Up: 





 Post Review Comments/Findings: 






































































Staff Completing Review: 





 Date: 





____________________________________________
____________________

Foster Parent Signature





Date

____________________________________________
____________________

Apex Staff Signature





Date

APEX





Family Care





4805 N 72nd Street


Omaha, NE  68134


Phone: (402) 571-5400
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