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Florida MIECHV Initiative Adverse Incident Form 
The purpose of this document is to provide all local implementing agencies with a tool for to ensure timely reporting of adverse incidents occurring within Florida MIECHV Initiative participant families to Florida MIECHV Initiative leadership.
Please submit this completed form via email to MIECHVcontractmanager@fahsc.org and MIECHVprogrammanager@fahsc.org within one business day when a MIECHV caregiver/participant, target or non-target child experiences an adverse incident.
PARTICIPANT INFORMATION:
MIECHV Case ID:  _______________ (No Personally Identifiable Information)     Date of Enrollment: _______________
Family Member Directly Impacted by Adverse Incident:  ___ Primary Caregiver/Participant    ___ Target Child(ren)

                                                                                                       ___ Other Caregiver

          ___ Non-Target Child(ren)
INCIDENT INFORMATION                                                                                                    

Incident date:  _____________

Incident:  
 FORMCHECKBOX 
 Child death


 FORMCHECKBOX 
 Participant/caregiver death


 FORMCHECKBOX 
 Child removal


 FORMCHECKBOX 
 Participant suicidal attempt


 FORMCHECKBOX 
 Home visitor initiated 911 call
 FORMCHECKBOX 
 Participant homicidal ideation or attempt


 FORMCHECKBOX 
 Participant formal grievance
 FORMCHECKBOX 
 Other:  _________________
Brief description, including age(s) of child(ren):  __________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

In the occurrence of a child removal or death, please describe any prior involvement with CPS, including any calls made to the abuse hotline, etc.: _______________________________________________________________________
__________________________________________________________________________________________________
SUPPORTS PROVIDED FOR STAFF AND PARTICIPANT

Describe supports provided for staff and participant such as grief counseling, community services to assist with family’s needs (burial services, shelter, substance abuse counseling, legal assistance).
Brief description:  ___________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Staff member completing form (type/print): _______________________________________ Date: ________________
NOTE:  Submission of this form does not satisfy mandatory reporting requirements, provider agency or evidence-based model reporting requirements, or other required reporting. Provider agency is expected to follow its adopted policies and procedures regarding investigation of and documentation requirements pertaining to any adverse incident reported.
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