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Office of License and 
Certification 

 
Fax to:  (614) 752-8869 

 

Incident Report 

ADULT CARE FACILITIES/OAC RULE 3701-20-19 

Facility Name:   _____________________________________________________   

Facility ID:  OHL _________________________  License ID:  _______________  

Name of Resident(s) Involved:  ________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Date:  _______________  Time:  __________  Place: ____________________  

Other Person(s) Involved:  ____________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Describe what happened: ____________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Probable cause:  ____________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  
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Care provided or measures taken:  _____________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Who was notified (name, title, date, time)?   _____________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Signature: ____________________________________ Date: _______________  

 

Outcome/Disposition: _______________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Plan to prevent reoccurrence: _________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

 _________________________________________________________________  

Signature: ____________________________________ Date: _______________  

Date Manager Reviewed: _______________    


