
Type of Incident:                 Injury                 Near Miss            Illness    								      

Who was affected:             Client                Staff                      Both	

Witnesses:             No              Yes (provide names below)                                  First Aider Name:

Witness Name(s):                                                                                                                First Aid Provided:

First Aid Offered:         No             Yes   

Client Root Cause / Category:                                               Type of Injury / Illness:           

   Missing (AWOL)        

   Medication Error 

   Injury            

   Illness                        

    Other:

  Verbal Threats:  

       To Property

       To Self  

       To Others

       From Others  

   Allergy  

   Bite   

   Bruise   

   Burn 

   Crush 

   Cut / Laceration

   Fracture 

   Muscle Strain / Pull

   Pin

   Puncture

   Respiratory Illness

   Scald

     Other:

 

CPLF Staff(s) Legal First and Last Name:                    Client(s) Legal First and Last Name:

Service Area:         Hourly Supports            Contractual (Residential Supports)         

Incident Date:                                                                                                                     Time of Incident:

Report Submission Date:                                                                                               Time Reported:

Reported to:         Supervisor           After Hours Emergency Line                Name of Supervisor: 

Location of Incident / Near Miss and Address: 
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Incident Report



Client Method of Injury / Illness:                                                              

Staff Method of Injury / Illness:                                                              

Staff Root Cause / Category:                                                             Type of Injury / Illness:                                            

   Body Motion       

   Caught in Between 

   Contact by / with

   Equipment:                        

   Exposure to:

   Fall

   Emotional / Mental Health

   Other

   Needle Stick  

   Overexertion   

   Positioning

   Progressive

   Slip / Trip

 

Location of Injury / Illness:
(Please check area of injury / 
illness on diagram)

   Body Motion       

   Caught in Between 

   Contact by / with

   Equipment:                        

   Exposure to:

   Fall

   Emotional / Mental Health

   Other

   Needle Stick  

   Overexertion   

   Positioning

   Progressive

   Slip / Trip

  

Location of Injury / Illness:
(Please check area of injury / 
illness on diagram)

   Injury      

     Emotional

     Environment

     Physical

     Other:

   Illness

   Other:                        

   Allergy  

   Bite   

   Bruise

   Burn 

   Crush 

   Cut / Laceration

   Fracture 

   Muscle Strain / Pull

   Pin

   Puncture

   Respiratory Illness

   Scald

   Spitting

   Hair Pulling

   Other: 
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Risk Assessment
Please rank how serious the harm could be and how likely the behaviour is to happen by choosing  
“Low”, “Medium”, “High”, or “Extreme” in the table below.

Severity of H
arm

Likelihood of Behaviour

Catastrophic
Death will occur, or the level of injury will  
lead to permanent or irreversible ill-health.

Medium High Extreme Extreme Extreme

Major 
Psychological or physical injury will require 
treatment leading to long term incapacity  
or disability.

Medium High High Extreme Extreme

Moderate 
Psychological or physical injury will require 
treatment and/or lead to medium term 
incapacity and ill-health.

Low Medium High High Extreme

Minor 

Psychological or physical injury will be non-
permanent and/or cause no lasting ill-health.

Low Medium Medium High High

Negligible 
Psychological or physical injury will be 
minimal.

Low Low Low Medium Medium

Rare 

Will probably 
never happen.

Unlikely 
Is not expected 
to happen but it 

could.

Possible 
Might happen.

Likely 
Will probably 

happen.

Certain 

Will 
undoubtedly 

happen.



1. Antecedent: What was happening before the behaviour occurred or possible triggers?

2. Behaviour: What client/staff actually did i.e. Agitation, Repetitive behaviour, Physical aggression, Property damage etc?

3. Consequences: What you did to manage the behaviour?
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Did the incident result during a task that is part of this person’s regular routine?            No                 Yes

What do you think could have been done to prevent this incident from happening?:                 

Is there another agency involved in the incident?:               No                 Yes

If yes, Agency Name:

Staff Signature:                                                                                                                   Date:

Office Use Only* 

Confirmed type of report:             Incident                 Near miss                 Illness

Elevated to CIR:               No                Yes

Has there been a similar incident?              No                Yes

NCI/CPI Techniques Used       

      Disengagement 

Push/pull:          

      Wrist 

      Clothing

      Turning Away

      Bite

      Body 

Hold and stabilize:

      Wrist 

      Clothing

      Turning Away

      

Lever:

      Wrist 

      Clothing

      Turning Away

      Neck

      Hair

      Body

      Team control (2 staff)          Standing position (2/3 staff):

           Low level 

           Medium level

           High level

      Seated position (2/3 staff):

           Low level 

           Medium level

           High level

     Supine-floor (3+ staff)
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Case Manager:                                                                                                                     Date:

Case Manager Signature:

Case Manager Feedback / Follow-up regarding incident:

      Feedback has been provided to staff

Page 6 of 6


	First Aid : 
	First Aider First and Last Name : 
	Client First and Last Name : 
	Day/Month/Year: 
	00:00 am/pm: 
	00:00 am/pm Reported: 
	Day/Month/Year Submission: 
	Address: 
	Check Box 1: Off
	Check Box 7: Off
	Check Box 9: Off
	Check Box 11: Off
	Check Box 13: Off
	Check Box 15: Off
	Check Box 25: Off
	Check Box 31: Off
	Check Box 245: Off
	Check Box 16: Off
	Check Box 26: Off
	Check Box 32: Off
	Check Box 21: Off
	Check Box 17: Off
	Check Box 27: Off
	Check Box 33: Off
	Check Box 22: Off
	Check Box 18: Off
	Check Box 192: Off
	Check Box 28: Off
	Check Box 34: Off
	Check Box 23: Off
	Check Box 29: Off
	Check Box 35: Off
	Check Box 30: Off
	Check Box 36: Off
	Check Box 24: Off
	Check Box 8: Off
	Check Box 10: Off
	Check Box 12: Off
	Check Box 14: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box : Off
	Check Box 3: Off
	Check Box 6: Off
	Supervisor First and Last Name: 
	First and Last Name: 
	Witness Name: 
	Witness Name 2: 
	Please Explain: 
	Please Explain 3: 
	Please Explain 2: 
	Please Explain 5: 
	Please Explain 4: 
	Check Box 37: Off
	Check Box 193: Off
	Check Box 60: Off
	Check Box 67: Off
	Check Box 73: Off
	Check Box 44: Off
	Check Box 194: Off
	Check Box 38: Off
	Check Box 195: Off
	Check Box 61: Off
	Check Box 68: Off
	Check Box 74: Off
	Check Box 45: Off
	Check Box 196: Off
	Check Box 39: Off
	Check Box 197: Off
	Check Box 62: Off
	Check Box 69: Off
	Check Box 75: Off
	Check Box 46: Off
	Check Box 198: Off
	Check Box 40: Off
	Check Box 199: Off
	Check Box 63: Off
	Check Box 70: Off
	Check Box 47: Off
	Check Box 200: Off
	Check Box 41: Off
	Check Box 201: Off
	Check Box 64: Off
	Check Box 71: Off
	Check Box 48: Off
	Check Box 202: Off
	Check Box 42: Off
	Check Box 203: Off
	Check Box 65: Off
	Check Box 72: Off
	Check Box 43: Off
	Check Box 205: Off
	Check Box 79: Off
	Check Box 206: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 153: Off
	Check Box 275: Off
	Check Box 154: Off
	Check Box 276: Off
	Check Box 155: Off
	Check Box 277: Off
	Check Box 156: Off
	Check Box 278: Off
	Check Box 157: Off
	Check Box 279: Off
	Check Box 158: Off
	Check Box 280: Off
	Check Box 159: Off
	Check Box 281: Off
	Check Box 160: Off
	Check Box 282: Off
	Check Box 161: Off
	Check Box 283: Off
	Check Box 162: Off
	Check Box 284: Off
	Check Box 163: Off
	Check Box 285: Off
	Check Box 164: Off
	Check Box 286: Off
	Check Box 165: Off
	Check Box 287: Off
	Check Box 166: Off
	Check Box 288: Off
	Check Box 167: Off
	Check Box 289: Off
	Check Box 168: Off
	Check Box 290: Off
	Check Box 169: Off
	Check Box 291: Off
	Check Box 170: Off
	Check Box 292: Off
	Check Box 171: Off
	Check Box 293: Off
	Check Box 172: Off
	Check Box 294: Off
	Check Box 173: Off
	Check Box 295: Off
	Check Box 174: Off
	Check Box 296: Off
	Check Box 175: Off
	Check Box 297: Off
	Check Box 176: Off
	Check Box 298: Off
	Check Box 177: Off
	Check Box 299: Off
	Check Box 178: Off
	Check Box 300: Off
	Check Box 179: Off
	Check Box 301: Off
	Check Box 180: Off
	Check Box 302: Off
	Check Box 181: Off
	Check Box 303: Off
	Check Box 248: Off
	Check Box 304: Off
	Check Box 182: Off
	Check Box 305: Off
	Check Box 183: Off
	Check Box 306: Off
	Check Box 249: Off
	Check Box 307: Off
	Check Box 184: Off
	Check Box 308: Off
	Check Box 185: Off
	Check Box 309: Off
	Check Box 186: Off
	Check Box 310: Off
	Check Box 187: Off
	Check Box 311: Off
	Check Box 250: Off
	Check Box 251: Off
	Check Box 252: Off
	Check Box 253: Off
	Check Box 254: Off
	Check Box 255: Off
	Check Box 256: Off
	Check Box 257: Off
	Check Box 258: Off
	Check Box 259: Off
	Check Box 260: Off
	Check Box 261: Off
	Check Box 262: Off
	Check Box 263: Off
	Check Box 264: Off
	Check Box 265: Off
	Check Box 266: Off
	Check Box 267: Off
	Check Box 268: Off
	Check Box 269: Off
	Check Box 270: Off
	Check Box 271: Off
	Check Box 272: Off
	Check Box 273: Off
	Check Box 274: Off
	Description Here 1: 
	Description 2 Here 1: 
	Description 3 Here 1: 
	Description 4 Here: 
	Agency Name: 
	Day/Month/Year Today: 
	Check Box 1010: Off
	Check Box 1011: Off
	Check Box 1012: Off
	Check Box 1018: Off
	Check Box 1035: Off
	Check Box 1019: Off
	Check Box 1024: Off
	Check Box 1036: Off
	Check Box 1042: Off
	Check Box 1045: Off
	Check Box 1046: Off
	Check Box 1043: Off
	Check Box 1039: Off
	Check Box 1029: Off
	Check Box 1020: Off
	Check Box 1025: Off
	Check Box 1037: Off
	Check Box 1041: Off
	Check Box 1038: Off
	Check Box 1040: Off
	Check Box 1030: Off
	Check Box 1021: Off
	Check Box 1026: Off
	Check Box 1031: Off
	Check Box 1022: Off
	Check Box 1032: Off
	Check Box 1023: Off
	Check Box 1033: Off
	Check Box 1034: Off
	Check Box 1013: Off
	Check Box 1016: Off
	Check Box 1027: Off
	Check Box 1017: Off
	Check Box 1028: Off
	Check Box 1014: Off
	Check Box 113: Off
	Check Box 114: Off
	Text Field 7: 
	Day/Month/Year Today 3: 
	Today's Day/Month/Year  2: 
	Text Field 11: 
	Description 4 Here 2: 
	Check Box 1044: Off


