Note: There are 2 sample forms in this document
Workplace Violence Incident Report Form 1

A reportable violent incident should be defined as any threatening remark or overt act of physical violence against a person(s) or property whether reported or observed. 
1. Date: ________ Day of Week: ________ Time: _________ 
2. Specific Location: _______________________________________________________________________ 
3. Violence Directed Toward (name): _________________________________________________________
❑ Patient   ❑ Staff   ❑ Visitor   ❑ Other ____________________________________________________
4. Nature of Incident (Please “X” all that apply):
__Physical Attack (hitting, shoving, pushing kicking etc.)
__Verbal or written Threats (any expression of intent to inflict harm)
__Harassment (any unwelcome behavior that demeans, embarrasses, humiliates, annoys, intimidates or alarms an individual)
__Threatening behavior (shaking fists, destroying property or throwing objects).
__Other: please explain__________________________________________________________________
5. Injuries: ❑ Yes    ❑ No    Name(s) of injured: _________________________________________________
Type & Extent of Injuries: ________________________________________________________________ 
______________________________________________________________________________________
6. Assailant Information: Name if known: _____________________________________________________
Assailant: ❑ Patient   ❑ Staff   ❑ Visitor   ❑ Other (Describe) ___________________________________
Assailant: ❑ Female   ❑ Male                                                 
Assailant: ❑ Unarmed ❑ Armed (weapon; Knife, Gun, Taser...) __________________________________
7. Contributing Factors: 
❑ Intoxication (Alcohol or Drugs) ❑ Dissatisfied with Care/Waiting Time 
❑ Grief Reaction ❑ Prior History of Violence 
❑ Altered Mental Status ❑ Other (Describe) _________________________________________________ 
8. Warnings or Preventive measures prior to incident? __Yes __No    If yes, please explain: ______________________________________________________________________________________
9. Detailed Description of the Incident: Please use additional box below if necessary

10. Witnesses to Incident: ___________________________________________________________________
Contact Information: (email or telephone) ___________________________________________________
11. Immediately Notified: Check all that apply
❑ Law Enforcement	❑ Security	❑ District Administration 
12. Termination of Incident: Check all that apply
Incident De-escalated ❑    Assailant Escorted off Premises ❑   Assailant Arrested ❑ Left on Own ❑   Other ❑ 
Describe ______________________________________________________________________________
13. Restraints Used: ❑ Yes ❑ No   Type: ________________________________________________________
14. Report Completed By: _______________________________     Title: _____________________________    
Supervisor Notified: _________________________________     Time: _____________________________

If you feel you are in need of assistance from behavioral health or just need someone to talk to about your experience Cascade EAP Services, 1-800-433-2320, is available 24 hours a day.
Please add additional comments, according to numbered section, in box provided below

This form is attached to ABC Hospital WPV Program Policy and available on the Intranet.


Note: Employees at this hospital complete this form electronically. A copy is automatically sent to the employee’s supervisor and to the Hospital safety officer (WPV program coordinator).
Workplace Violence Toolkit – Tool 5b


5b. 2


Workplace Violence and Incivility Incident Report Form 2

Please note:  If you have experienced an on-the-job injury or exposure, please refer to Employee Health and the Employee Violence Exposure Packet.  You will need to complete the Incident/Accident/Exposure Report Form

Date of Incident: ______________________
Location of Incident: __________________________________________  Time of Incident: ___________________________
Reported by: _____________________________________ Unit/Extension: ________________________________________

Nature of Incident (Please “X” all applicable boxes):
__Physical Attack (hitting, shoving, pushing, kicking, biting, grabbing, spitting, punching, slapping etc.)
__Verbal or written Threats (any expression of intent to inflict harm)
__Harassment (any unwelcome behavior that demeans, embarrasses, humiliates, annoys, intimidates or alarms an individual)
__Threatening behavior (shaking fists, destroying property or throwing objects).
__Other:  please explain_________________________________________________________________________________

Incident Involved (Please “X” all applicable boxes):
__Patient					__Hospital Visitor
__Patient’s Family Member			__Staff Member
__Patient’s Visitor				__Physician

[bookmark: _GoBack]Incivility was directed towards:
__Staff   __Patient __Visitor __Physician     __Other: ___________________________________________

Do you suspect impairment related to drugs or alcohol?   __Yes __ No  Were tests taken to verify?  ___Y __N __I don’t know

Other Contributing factors (if any):  __ Dissatisfied with care __Prior history of violence __Mental/Cognitive impairment 
diagnosis __Long wait time __ Outside event (community, domestic dispute, etc.)  __ Grief related __ Other __________
                                     
Are there any records of the incident (examples: police report, code gray documentation, videos or recordings)?   
__Yes __No __I don’t know                                                                                                                                                                                                                                                                                   
If yes, please list type of record ____________________________________________________________________________

Warnings or preventative measures prior to incident?  __Yes __No      If yes, please explain ___________________________ 
______________________________________________________________________________________________________ Assailant’s Name (If known): ___________________________________________________ Assailant __Armed __Unarmed
Briefly describe the incident: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Witnesses to Event:   ____________________________________________________________________________________ ______________________________________________________________________________________________________

Termination of Incident:  
__Incident Diffused  __Police Notified  __Assailant arrested  __Assailant escorted off premises   __Left on own Other:________________________________________________________________________________________________

Were any injuries sustained as a result of this incident?  ___yes   ___no     
List the individual and injuries received: _____________________________________________________________________ ______________________________________________________________________________________________________
______________________________________________________________________________________________________

Has your manager been notified of incident?  __Yes     __No
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