WRAPAROUND MILWAUKEE
CRITICAL INCIDENT REPORT
Date and Time of Incident        /       a.m. FORMCHECKBOX 
 /p.m. FORMCHECKBOX 

	Employee’s/Client’s Name:       
	Sex:      
	DOB:      
	Age:      

	     Agency/Placement       
	Phone:      

	     Address:      

	     City:      
	State:      
	Zip:      

	Name of Parent/Guardian:      
	Phone:      

	Name of Care Coordinator:      
	Phone:      

	Name of Agency:      
	Supervisor:      
	Phone:      

	Type of Incident:

(Please check one)
	 FORMCHECKBOX 
  Death

 FORMCHECKBOX 
  Physical Injury
	 FORMCHECKBOX 
  Media Exposure

 FORMCHECKBOX 
  Serious Offense
	 FORMCHECKBOX 
  Physical Assault

 FORMCHECKBOX 
  Suicide Attempt/Suicidal

	
	 FORMCHECKBOX 
  Sexual Assault
	 FORMCHECKBOX 
  Other       

	Location of Incident:      

	Description of Incident: (Include Ages of All Parties Involved)      

	     

	Describe Immediate Action Taken:      

	     

	Notifications Made and When:      

	     

	Report Completed By:  

	     
	     
	     

	Signature
	Date & Time
	Phone: 

	Signature of Supervisor:      
	Date:      

	
	

	Date Wraparound Reviewer received Critical Incident Report       

	Wraparound Review and Action Taken/Recommended:       

	     

	By:      
	Date:      

	
	


DDF – 2/14/01 – Incident Report Form   NOTE:  Original - Wraparound Administration /Copy - Employee or Agency Supervisor

