
DOH900324-0001 

Risk Event Form Can be completed by any member of staff. 
Use BLOCK CAPITALS and black ball-point pen. 
Incomplete/illegible forms will be returned. 

Shaded box requires code from page opposite. 
UNEXPECTED DEATH OR SERIOUS INJURY MUST BE 
REPORTED IMMEDIATELY AS A CRITICAL INCIDENT. 

Portsmouth HealthCare 
NHS Trust 

Unique Form Serial No" 3 8 7 2 8 

LAST NAME ~-~----J~[~      FIRST NAME St.l~,        M 

DATE OF BIRTH t ~/ Lt/. /~’1--~ PERSON STATUS ~ SERVICE 

PATIENT NO " (if applicable)           Staff Only ¯ STAFF GROUP 

NAME OF PATIENT’S CONSULTANT/CLINICIAN~d 

* DAMAGE/THEFT/LOSS/FAILURE of/to q,~" (itemls) 
* Delete those not applicable ~ ~x~kv 

ESTIMATED TOTAL COST OF REPAIR/REPLAC ~t~~O 
Consult Information Services, Estates, NHS Supplies, etc ~ appropriate 

DAY~ DATE /t~ / "7. / (::)D--TIME (24 hour clock) 

WHERE DID THE INCIDENT HAPPEN? (e.g. name of Trust site + 
ward/department, patient’s home address, details of non-Trust property, etc) 

@TD~D’7~P’~~ I~JA~lf~l P~AKo]~ LOCATION (e.g. bedroom, bathroom, hall, kitchen, etc) 

ID]I I I ~JltlJ;&’d 

NATURE OF INJURY~-~I~L-~.~[’~ I~C-_-_-_-_-_-_-_-_-_~1"- ~-~.~1~1 

WHERE ON BODY ~-[C~£r ~-~!.~ Staff, was shift completedO/N 

I~ LvAv~kll~l ~%1~1,.I B~I I I ~ kV£o] kv~ :1 ~ I~[o]~ lii d 

NAME NAME 

ADDRESS ADDRESS 

PERSON STATUS ~--1 PERSON STATUS 

ACTION TAKEN TO PREVENT I~-OCCURENCE 

;TAFF ACCIDENTS ONLY : Tick to confirm copied to Occ Health & Personnel ~] 

# | t 

klAME IN CAPITALS DATE ~,C’~l-~lv[ 

JOB TITLE ~ ~ t~ , 

SEVER.T  CODE R,DDOR ACT,ON TA*EN r--I 
NAME IN CAPITALS ~ ~ ~--~ ~ DATE ~_~..-~( ~ (C.T2. 

lOB TITLE ~.~_.4 O / /q~L..XJ’<a’~,~ 

Top copy to Risk Event Data Entry Clerk (send to Clinical Effectiveness Dept, St James Hospital) vi___aa Dept Manager and Senior Manager 
Bottom copy stays in book 


