NHICS FORM 259 | MASTER FACILITY CASUALTY/FATALITY REPORT

NURSING HOME INCIDENT
COMMAND SYSTEM

1. INCIDENT NAME:

2. FACILITY NAME:

3. DATE/TIME PREPARED:

4. OPERATIONAL PERIOD

DATE/TIME:

5. REPORTED CASUALTY/FATALITY

RESIDENT NAME:

MEDICAL RECORD #:

INJURY TRANSFER DATE / TIME RECEIVING HOSPITAL EXPIRED DATE / TIME
RESIDENT NAME: MEDICAL RECORD #:

INJURY TRANSFER DATE / TIME RECEIVING HOSPITAL EXPIRED DATE / TIME
RESIDENT NAME: MEDICAL RECORD #:

INJURY TRANSFER DATE / TIME RECEIVING HOSPITAL EXPIRED DATE / TIME
RESIDENT NAME: MEDICAL RECORD #:

INJURY TRANSFER DATE / TIME RECEIVING HOSPITAL EXPIRED DATE / TIME
RESIDENT NAME: MEDICAL RECORD #:

INJURY TRANSFER DATE / TIME RECEIVING HOSPITAL EXPIRED DATE / TIME

6. PREPARED BY OPERATIONS SECTION:

PURPOSE: DOCUMENT THE NUMBER OF INJURIES AND FATALITIES AFTER INCIDENT

ORIGINATION: OPERATIONS SECTION

COPIES TO: COMMAND STAFF, GENERAL STAFF AND DOCUMENTATION UNIT LEADER
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