
 

Provider Name & Address: 
 
 
 
 

 
DODD – Possible or Determined MUI Report Form 

 
Individual’s Name: DOB: 
 
Address: City/County: 
 
Date of Incident: Time of Incident: AM/PM 
Location of Incident (home in bathroom, at the mall, lunchroom at work): 
 

Description of Incident (Who, What, Where, When): 

Injury – Describe Type & Location: 

Immediate Action to Ensure Health & Welfare of Individuals: 
 
 
 
 
 
 
 
 

Name of PPI(s): Relationship to Individual: 

Witnesses to Incident: Others Involved: 

Type of Notification  Name/Title  Date/Time 

Guardian / Advocate    

SSA (required for Independent Providers0    

Licensed or Certified Provider    

Staff or Family living at the Individual’s home & 
responsible for the individual’s care. 

   

 
LE (Name, Badge Number, Jurisdiction, and contact 
information required for Law Enforcement 

  

 
CPSA (Name and contact information required for 
Children Services) 
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   Date: 



Preventive measures: (For Provider’s internal use) 

 
 
 
 
Administrator: _______________________________ Title: ____________ Date: ___________________ 


	Individuals Name: 
	DOB: 
	Address: 
	CityCounty: 
	Location of Incident home in bathroom at the mall lunchroom at work: 
	Description of Incident Who What Where When: 
	Injury  Describe Type  Location: 
	Immediate Action to Ensure Health  Welfare of Individuals: 
	Name of PPIs: 
	Relationship to Individual: 
	Witnesses to Incident: 
	Others Involved: 
	NameTitleGuardian  Advocate: 
	DateTimeGuardian  Advocate: 
	NameTitleSSA required for Independent Providers0: 
	DateTimeSSA required for Independent Providers0: 
	NameTitleLicensed or Certified Provider: 
	DateTimeLicensed or Certified Provider: 
	NameTitleStaff or Family living at the Individuals home  responsible for the individuals care: 
	DateTimeStaff or Family living at the Individuals home  responsible for the individuals care: 
	NameTitleLE Name Badge Number Jurisdiction and contact information required for Law Enforcement: 
	DateTimeLE Name Badge Number Jurisdiction and contact information required for Law Enforcement: 
	NameTitleCPSA Name and contact information required for Children Services: 
	DateTimeCPSA Name and contact information required for Children Services: 
	Cou nty Board: 
	Adm ministrator Req uired for ICF: 
	Sup port Broker If applicable: 
	Addi A tional Informa Further Med ationor Admin ical Followup nistrative Foll p owUp: 
	B Administrativ ve Action: 
	Other: 
	Caus ses and Contr ributing Facto rs: 
	Preventive measures For Providers internal use: 
	Administrator: 
	Title: 
	Date: 
	Text1: 
	Text2: 
	Dropdown3: [AM]
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Text11: 


