STATE OF NEW HAMPSHIRE Effective Date: Sept. 2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES Revised Date: Feb. 2014
SENTINEL EVENT REPORTING FORM

Part I: Background

Individual’s Name [about whom the Sentinel Event Report is made] 2. Date of Event
Last name: (MM/DD/YYYY)
First name: Middle initial:

3. Type of Sentinel Event [check all that apply]

1. Unanticipated death or permanent loss of function, or risk thereof, not related to the natural course of one’s illness or
underlying condition

[ ]2.a Homicide

[]2.b Suicide or suicide attempt

[]3. Rape or any other sexual assault

[]4. Serious (one that jeopardizes a person’s health) physical or psychological injury, or risk thereof

[]5. High profile event, which may include media coverage and/or police involvement when the police involvement is related to
a crime or suspected crime

4. Location of Sentinel Event [indicate whether individual’s residence, other residence, business, etc.; list city/town]

5. Division, Bureau or Institution eligibility
[check the primary bureau or institution in which the individual is/has been eligible for services]

Community Based Care Services

[] Behavioral Health [ ] Developmental [ ] Drug and Alcohol [ ] Elderly and Adult [ ] New Hampshire Hospital
Homeless and Housing Service [ ]
Children, Youth and Families [ ] Child Protection

Juvenile Justice Services [ ] Juvenile Probation and Parole [ _] Sununu Youth Services Center
6. Individual’s DHHS case status [check all that apply]
[ Currently receiving DHHS funded services []Other:

[] Has received DHHS funded services within the preceding 30 days
[] Has been evaluated by a service provider within the preceding 30 days
[[]1s the subject of a Child or Adult Protective Services report

7. Community Agency / Provider reporting

[] Report not made by a community agency [continue to question #8]

[] Report made by a community agency [check whichever applies]
Behavioral Health [] Community Mental Health Center
Developmental Services [] Area Agency
Elderly and Adult Services [] Case Management Agency

Name of agency/center: City/town:

8. DHHS staff/component reporting

] Report not made by a DHHS staff/component [continue to question #9]

[] Report made by a DHHS staff/component [check whichever applies]
Community Based Care Services

[] Drug and Alcohol [] Elderly and Adult/Adult Protection [_] New Hampshire Hospital

Homeless and Housing Services[ |
Children, Youth and Families [ ] Child Protection
Juvenile Justice [] Juvenile Probation and Parole [ ] Sununu Youth Services Center

9. Person reporting
Last name:
First name:
Work telephone: Cell phone:
Work e-mail:

Contact information /[person to contact if different than person reporting]
Last name:
First name:

Work telephone: Cell phone:

Work e-mail:

10. Reporting person’s relationship to individual
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Sentinel Event Reporting Form (cont.)

Part II: Individual [about whom the Sentinel Event Report is made]

11. Demographics
[ ]male [ ]female

Date of birth: (mm/dd/yyyy)

12. Address
Street address:

City/town:

13. Legal Factors [identify the individual’s legal factor(s); check all that apply]

[] Child Protection [check all that apply]
[ ] abused ] neglected
[] guardianship [] co-guardianship
[] out of home care / physical custody
[] foster family care [ ] relative/kinship care
[] residential/congregate living
] independent service option (ISO)

] Juvenile Justice Services /[check all that apply]
] child in need of services (CHINS)
[] delinquent
] committed to Sununu Youth Services Center
[] furlough [ ] medical furlough
[ ] administrative furlough [ ] administrative release
[] detained pending revocation

[ parole
[ ] detained

] Division of Community BasedCare Services (DCBCS)
[] authorized representative: individual has identified
someone to act on his/her behalf for a specific purpose
[] conditional discharge
[] durable power of attorney (DPOA) [ Jof health care
[] guardian of estate and/or [_] guardian of person

Psychiatric hospitalization (NHH or designated receiving
facility (DRF)) [check all that apply]
[] involuntary emergency admission (IEA) (up to 10 days)
[] involuntary commitment by probate (admission beyond 10
days)
[] revocation of conditional discharge

14. Psychiatric diagnosis(es)

15. Medical diagnosis(es)

16. Individual’s Services [list all services individual is or was receiving, if case recently closed]

THIS DOCUMENT IS A QUALITY MANAGEMENT DOCUMENT AND CONTAINS INFORMATION THAT IS CONFIDENTIAL AND IS INTENDED FOR
THE EXCLUSIVE USE OF THE INDIVIDUAL(S) TO WHOM IT IS ADDRESSED.
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Sentinel Event Reporting Form (cont.)
Part II1: Sentinel Event

17. Describe the event [what happened, when and where it happened, how it happened]

18. Was the individual in a 24-hour residential facility or institution within the preceding 30 days? [ ]no []yes
If yes, name of facility:
If yes, check the type of facility:

[ IDCYF Child Protection and Juvenile Justice Services
levels of care
[] group home [ ] inpatient (NHH)

[] intensive [] youth services center (Sununu Ctr.)
[] shelter [] other
[] substance abuse

[ IDCBCS
[] adult family care [] prison / jail
[ acute psychiatric treatment program (APRTP) [] residential care / assisted living
[] community residence-certified (group home, shelter) [] residential treatment facility
[ hospital-psychiatric or DRF (designated receiving [] respite: type of facility:

facility)

] hospital-medical [] substance abuse treatment facility
[] mid-level care facility ] other (describe):

[] nursing facility

19. Witness(es) to the Sentinel Event

Last name: First name: Phone:
Last name: First name: Phone:
Last name: First name: Phone:
Last name: First name: Phone:

Part IV: Notification

20. Initial Division Director or Bureau Administrator notification
[voice-mail and e-mail should not include confidential information]

Name of director/administrator notified: Date:

21. Sentinel Event Reporting Form sent to DHHS
[see #5 for applicable division/bureau; a completed form is sent via E-Studio and must not be e-mailed]

Date: Time: [ Jam |:|pm

THIS DOCUMENT IS A QUALITY MANAGEMENT DOCUMENT AND CONTAINS INFORMATION THAT IS CONFIDENTIAL AND IS INTENDED FOR
THE EXCLUSIVE USE OF THE INDIVIDUAL(S) TO WHOM IT IS ADDRESSED.
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Sentinel Event Reporting Form (cont.)

Part V: Follow-Up Information

22. Provide additional information available after the initial Sentinel Event Reporting Form submitted to DHHS

Provided by: Date:

Part VI: Sentinel Event Review [for office use]

23. Sentinel Event Review
Date of scheduled Sentinel Event Review, if applicable:

THIS DOCUMENT IS A QUALITY MANAGEMENT DOCUMENT AND CONTAINS INFORMATION THAT IS CONFIDENTIAL AND IS INTENDED FOR
THE EXCLUSIVE USE OF THE INDIVIDUAL(S) TO WHOM IT IS ADDRESSED.
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