
Hospital Incident Report Form

On receipt of this preliminary report a member of the Council may either contact you for further information or send you a more detailed form for completion (Form Two).

Date of Report:…………………
Case No (SCC use only):………………………..

IDENTIFYING INFORMATION IS CONFIDENTIAL TO COUNCIL CHAIRMAN

	Patient’s Name:


	Hospital/Health Service:

	Hospital UR No:


	Name of person reporting:

	Contact phone number of person reporting:
	Qualification of person reporting (please circle one): 

Consultant
Registrar
Other


EVENT SUMMARY

	Date of Admission: 
	Date of Operation:

	Date of Recognition of Morbidity:
	

	Type of hospital: (circle appropriate category):

	Major teaching hospital
	Major suburban/regional hospital
	Country hospital
	Private hospital
	Other (please specify)

	Age of patient:
	Sex of patient:

	ASA risk classification: (circle appropriate category):

	ASA 1 (A normal healthy patient)
	ASA 2 (A patient with mild systemic disease)
	ASA 3 (A patient with severe systemic disease)

	ASA 4 (A patient with severe systemic disease that is a constant threat to life)
	ASA 5 (A moribund patient who is not expected to survive without the operation)

	Type of incident (circle appropriate categories):

	MORBIDITY
	Pre-operative
	Operative
	Post-operative

	Nature of procedure:
 Elective
 Emergency 

Please specify procedure - 


	Nature of event (tick appropriate box):
 Expected 
 Unexpected

	EVENT DETAILS (please provide a narrative summary of the incident – use back of form if more space is required):



	Opinion as to cause of incident:



	Recommendation for prevention of similar incident:




