	Critical Incident Log
 VBH Risk Management Fax (724)744-6505

	Date Received:

     
	Date of Incident:

     
	Date of Log:

     

	Reporter Information:  Incident Reported By:        Provider   FORMCHECKBOX 
             VBH-PA Staff   FORMCHECKBOX 
                Other   FORMCHECKBOX 


	Reporting Staff Name:

     
	Provider Name:

     
	Provider Phone:

     

	Provider Address:

     

	Member Information
	MAID #:

     
	First Name

     
	Last Name

     
	Date of Birth

     
	Age

     

	County:

     
	MH Diagnosis

     
	D&A Diagnosis       
Please enter both MH and D&A

	Provider and Level of Care at time of incident: (if same as reporting provider, please note as “same”)
     

	Incident Code:      
	

	Please provide a brief description of incident:   
     



	Name of VBH-PA staff person accepting incident report: *****    

	Risk Management Information
	Service Dates:     
	PH-MCO:               

	Log Received:     
	Faxed (email):     
	Entered:     

	Comments:

	

	For VBH-PA Breaches of Confidentiality

	 Department Causing Breach:      FORMCHECKBOX 
 Service Manager      FORMCHECKBOX 
 MPSR      FORMCHECKBOX 
 OTR        FORMCHECKBOX 
 Claims    FORMCHECKBOX 
 Mailroom      FORMCHECKBOX 
 Other (please list)       


