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HIPAA INCIDENT REPORT FORM 

INCIDENT DATE: ___________________ REPORT DATE: ___________________________ 

PATIENT NAME:_________________________  PHYSICIAN NAME:________________________ 

IF MULTIPLE PATIENTS, LIST ON SEPARATE PAPER AND ATTACH

STAFF NAME COMPLETING REPORT:_______________________________________________ 

STAFF NAME(S) INVOLVED IN ERROR: _______________________________________________ 

NATURE OF INCIDENT:  [ ] Rx/SureScripts Error   [ ]  Lab/Diagnostic Report  [ ] Medical Record 

[ ] Correspondence  [ ] Other, please explain any of these incidents in detail below. 

CONSEQUENCE OF THE ERROR: (i.e. patient received wrong Rx, wrong Lab Report, etc.) 

CORRECTIVE ACTION PLAN: (Work with HIPAA Privacy Officer to develop plan to prevent recurrence)

CORRECTIVE ACTION TIMEFRAME: [ ] Immediately  [ ] One Week  [ ] Two Weeks  [ ] One Month 

DATE FOR COMPLETION: _______________ DATE COMPLETED: _______________________ 

COPY THIS REPORT TO:   PHYSICIAN, REGIONAL MANAGER,  PRIVACY OFFICER/RISK MANAGER




