
This form is to be used whenever a problem is identified with a provider 
Complete the appropriate sections and forward to your supervisor for review. 

Participant Name:  __________________________________         Last 4 Digits of Soc. Security #:  ___________________ 

Program:       MI Choice Waiver       Care Mgmt.       Caregiver Respite       Other: _______________________________ 

  Worker Name:_________________________

Date of Incident:________________________

Provider Agency:  ______________________________________ 

Supports Coordinator:  _________________________________ 

Comments: 

SC Signature: ________________________________________________    Date: _________________ 

Follow‐up done?   Yes   No: ____________________________________________________________________ 

Issue resolved?   Yes  No:  ____________________________________________________________________   

Date:_________________  

Date:_________________

PROVIDER INCIDENT REPORT
 MI CHOICE WAIVER & CARE MANAGEMENT PROGRAMS

Type of Incident (Select all the apply) 

 No Notification of Participant Death          Significant delay in initiating service(s)  

 Inadequate/Incomplete Service(s) :______________________________________________________________ 

 Worker Consistently Late. _______ Number of times with ______________________

 Violation of Code of Ethics:_____________________________________________________________

 Other: 

Action/Resolution (Select all the apply)
 Duties clarified with provider and worker 

 Changed Provider Agency  

 SC staff notified Supervisor  

Request to change worker

SC Staff followed up with participant or their designee 
Follow-up Action by Supervisor

 SC Staff notified provider. Person Contacted:______________________

 Provider Incident Report 7-6-2017

Describe Resolution:

Supervisor Signature: _________________________________________ 

Director Signature: ___________________________________________ 
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