CONTINUATION NUMBER
ashingtoa State
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& Health Services

" Transtorming ves 5-Day Investigation Report EXPECTED COMPLETION

INVESTIGATION REPORT DATE INCIDENT REPORT NUMBER (EITHER OTHER INCIDENT ID IF APPLICABLE
FACILITY IR NO. OR SIU ID)

ALLEGED VICTIM(S) DDA NUMBER DATE OF BIRTH PAT / HOME
LOCATION OF INCIDENT DATE OF DISCOVERY | TIME OF DISCOVERY
REPORTER(S) / POSITION OR TITLE DATE REPORTED TIME REPORTED

ACCUSED STAFF / PERSON(S) / POSITION OR TITLE

ALTERNATE ASSIGNMENT ALTERNATE ASSIGNMENT LOCATION

] Yes [ No

PROTECTIVE MEASURES TAKEN BY FACILITY TO SAFEGUARD CLIENTS

PERSON WHO NOTIFIED GUARDIAN NOTIFIED CRU LAW ENFORCEMENT NOTIFIED
[] Yes [ No [JYes []No []NA
DATE GUARDIAN NOTIFIED DATE CRU NOTIFIED LAW ENFORCMENT CASE NO. IF APPLICABLE

CRU CONF. NO.

INVESTIGATOR DATE INVESTIGATOR NOTIFIED
[] siu [] RHC Staff

Investigative Report

DESCRIPTION OF INCIDENT (ENTER AN EXACT DESCRIPTION OF THE INCIDENT OR ALLEGATION. INCLUDE NAMES WITH TITLES,
DATES, TIMES, ETC., THAT WILL ANSWER WHO, WHAT, WHERE AND WHEN.)

INVESTIGATION QUESTION (STATE THE QUESTION(S))

SUMMARY OF TESTIMONIAL AND DOCUMENTARY EVIDENCE (ENTER A SUMMARY OF ALL EVIDENCE ATTACHED AND REVIEWED FOR
THE INVESTIGATION. INTERVIEWS CONDUCTED SHOULD INCLUDE THE NAME AND TITLE OF EACH PERSON INTERVIEWED AS WELL AS
THE DATE AND TIME INTERVIEWS WERE CONDUCTED)

Interviews are summaries and are not verbatim.
CHECK BOX IF APPLICABLE:

[ ] Because the allegations as described in the incident report may constitute a criminal act, the accused staff, ,
has (have) not been interviewed. This interview will be completed at the request of the Appointing Authority and/or
when Law Enforcement complete their investigation(s).

ANALYSIS (ENTER AN ANALYSIS OF EVIDENCE GATHERED)
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FINDINGS (LIST THE INVESTIGATION QUESTIONS(S) AND RESULTS OF INVESTIGATION. NOTE: SUPERINTENDENT WILL DETERMINE
WHETHER STAFF ACTION, OR INACTION, RISES TO THE LEVEL OF MEETING CFR DEFINED ABUSE, NEGLECT, OR MISTREATMENT.)

INFORMATION FOR FACILITY REVIEW (INFORMATION FOUND DURING INVESTIGATION THAT MAY POSE A THREAT TO CLIENT RIGHTS
AND/OR PROTECTIONS OR THAT MAY REQUIRE FURTHER REVIEW AND/OR ACTION BY THE FACILITY)

INVESTIGATOR'S NAME DATE COMPLETED

RECEIVED BY DATE

Staff Conduct Conclusions: To be completed by Superintendent / Designee

Did abuse, neglect, or mistreatment occur based on CFR rule and guidance? [ ] Yes [] No

If yes above, please select one or more of the following types: [ | Abuse ] Neglect ] Mistreatment

COMMENTS

SUPERINTENDENT'S / DESIGNEE'S NAME DATE COMPLETED
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