OhioMHAS OhioATR IV
May 2015
[bookmark: _GoBack]PARTICIPANT/PROVIDER INCIDENT REPORT
*Do not use this form for critical incedents*		

	|_|Complaint

|_|Provider Incident
	Issue relates to (mark all that apply):
|_|    Provider activity or staff
|_|    OhioMHAS activity or staff
|_|    ATR participant 
|_|    ATR covered services
|_|    Other (specify):
	Complaint/Provider Incident Source
|_|    Provider
|_|    ATR Participant
|_|    ATR staff
|_|    Other (specify):





Date Received:			
Time:			
OhioMHAS Staff Name Receiving Complaint: 

Name of caller:	
If applicable, Participant ATR ID number:
If applicable, Title/Position: 	

Phone Number:
Address:

Provider Agency:
Provider Contact:

Describe the Complaint/Provider Incident: (all ATR funded providers are required to enter the incident directly into the VMS)








Date resolved (Month/Day/Year):

Describe how Complaint/Provider Incident was resolved (include dates/times of all contacts):





Source of Complaint/Provider Incident satisfied with resolution:		Yes		No 



OhioMHAS/Signature:______________________________ 
Date Resolved:_____________________________________
