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Disruptive	  Behavior	  Incident	  Reporting	  (Form)	  For	  Residents/Fellows	  

(complete	  this	  form	  in	  its	  entirety,	  sign	  and	  submit	  it	  to	  the	  Program	  Director)	  

TO:	  	  Program	  Director	  

Date:	  	  Time	  and	  location	  of	  Incident	  

Date:___________________	  	  	  Time:	  ________________	  Location:________________	  

Description	  of	  Incident	  

Please	  describe	  the	  behavior	  observed	  as	  factually	  and	  objectively	  as	  possible.	  	  Include	  the	  behavior	  and	  all	  
relevant	  details	  (use	  a	  separate	  sheet	  if	  necessary)	  

Others	  Present:	  __________________________________________________________	  
________________________________________________________________________	  

Did	  the	  behavior	  affect	  or	  involve	  a	  patient:	  _____	  Yes	  	  	  ____	  No	  

If	  yes,	  provide	  the	  patient’s	  name:	  __________________________________________	  

Describe	  the	  effect	  the	  resident/fellow’s	  behavior	  had	  on	  patient	  care	  or	  Hospital	  operations.	  

Action	  Taken	  

Was	  a	  supervisor,	  attending	  (clinical	  dept	  chief),	  chief	  resident,	  management,	  or	  any	  other	  entity	  notified	  of	  the	  
incident?	  

_____	  Yes	  	  	  ______	  No	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Name	  of	  Person	  Notified:	  ___________________________	  

Was	  any	  further	  action	  taken?	  	  If	  yes,	  please	  provide	  date,	  time	  and	  description	  of	  action	  taken:	  

Date:	  __________________	  

Name	  of	  Person	  Reporting:	  _______________________________	  
Position:	  _______________________________________________	  
Date	  Form	  Completed:	  ___________________________________	  

Reviewed	  2/20/14	  
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