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ong with this report?

Client Name: DOB: Event Dare/Time:

Description of Event: Person(s) involved, situation preceding the event, action taken, outcome:
Staff saw client Terri Gentry hit client Delilah Greer in the face with a closed fist. Terri was then escorted to the OQR where she
was restrained.

Steps taken to evaluate or treat the child and assure child safery:
Client Delilah seen by nourse.

If reporting restraint or Seclusion:
Start Time: End Time:

What are the implications of the event for change in the child’s treatment or case plan?
None




with this report?

S T
- Steps taken to evaluate or treat the child and assure child safety:
\W:i-\ st} KT wows 00C. @b Shted Phed Gha wes Cine, A did mi.tu.ﬂa.iwj
;‘( ieed clfenbion. €0 , o y . |
KT oot o mwﬁ Lfdeo nto .ct’m‘-\;?m,d’? O lerc ot X Lirichos mmg
HHL 0 TE Lot ecbimih Lottt lotrsayrBlocagdod By oA oGTivemts pir dois THoeld Lo dilts —
W #")fﬂ Y/ = ) M.ﬂf’-—dﬁ@iﬂfj‘?‘ -

e e R i b e
Ze MM'MWWA' %,‘M%ﬂ;.fﬁ:ﬂﬁuuﬁ%
“@ Imﬁﬂmmn of thmqnp in the child’s treaiment or case plan?

et gt Corsealonds fudt “/’;"““’”‘““?ﬂ o (P tlerind T gt S JOetiiilts

" 1




ong with this report?

Client Name:

DOB: Event Date/Time:

Description of Event: Person(s) involved. situation preceding the event, action taken, outcome:
Client Alex Greer was given the wrong medication at noon.

Steps taken to evaluate or treat the child and assure child safety:
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Client Name: DOB: Event Date/ Time:

NOTIFICATION RECORD

CONTACT CATEGORY NAME CONTACT DATE TIME

/N
Child/Client (for medication error)

Parent/Guardian Kelly Lovelace Y 10-13-2011
Foster/Adoptive Parent(s)

DSCYT Case Manager Tyneisha Jabbar-bey Y 10-13-2011

DSCYT Program Administrator or
Contract Manager

DE Abuse Hotline

DE Office of Child Care Licensing
Child Protection Agency (other state)
Police
Other
Oither
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g with this report?

Description of Event: Person(s) involved, situation preceding the event, action taken, outcome:
Client JT became agitated in the evening due to a changed in her schedule and started destroving property. While destroyving
property JT injured her finger and refused fo get 1f checked by nursing. She was offered several interventions and was verbally
redirected several fimes to go to her room for a time-out. She became more agitated and began to throw her shoes and books at
staff. JT then began fo kick staff. at that time JT was placed i a single standing upper torso hold which transitioned to a single
seated upper torso hold after the client dropped her weight. Client was able to utilize a deep breathing strategy and was released
from the hold.

Steps taken to evaluate or treat the child and assure child safety:
Client contracted for safety and was placed on frequent checks by staff

If reporting restraint or Seclusion:
Start Time: 9:12pm End Time: 9:16pm
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