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   PHYSICAL INTERVENTION REPORT











             Page ___ of ___

Name of Person Completing Form_____ Date of intervention:__________

Time started:

Name of Youth___________________________                                       Time ended:
Date of Birth:____________________________

Program:_______________________________
Staff Involved___________________________
Did injury occur?  FORMCHECKBOX 
No      FORMCHECKBOX 
Yes (if yes, complete Incident/Accident Report)   
Injury to:               FORMCHECKBOX 
Youth      FORMCHECKBOX 
Staff        FORMCHECKBOX 
Other Youth       FORMCHECKBOX 
Foster Parent 

Location of staff/foster parent(s) when incident began::________________________________________________
Describe the events leading up to the physical intervention, including precipitating factors:_____________________
Describe the interventions used to prevent/de-escalate the situation prior to physical intervention:_______________
Describe the physical intervention (be a specific as possible):___________________________________________

Describe any processing with youth that occurred afterwards, and the follow-up plans taken or planned, including consequences given: __________________________________________________________________________
Persons Notified (contact only person(s) identified as appropriate by agency protocol)

	
	Name of Person Contacted
	Date
	Time
	By Whom
	Method of Contact

	DCFS Social Worker
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	CPS
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	DSHS Licensor
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Parent
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Legal Guardian
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Law Enforcement
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Probation Officer
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	On-Call Staff
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Case Manager
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Medical Personnel
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly

	Other
	
	
	
	
	 FORMCHECKBOX 
Message     FORMCHECKBOX 
Talked Directly


Staff/Foster Parent Signature_________________________________ Date Report Completed________________

Supervisor Review and Comments________________________________________________________________
____________________________________________________________________________________________

Program Director Review and Comments___________________________________________________________

____________________________________________________________________________________________
