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SENTINEL EVENT REPORT
	FACILITY NAME:      

	FACILITY LICENSE NUMBER:      
	DATE OF SENTINEL EVENT:   
  
    
MONTH
DAY
YEAR

	REPORT COMPLETED BY:      
     
 
LAST NAME
FIRST NAME
MIDDLE INITIAL

	DATE AND TIME FACILITY BECAME AWARE:   
  
    
   :   
MONTH
DAY
YEAR
MILITARY TIME

	DATE AND TIME STATE NOTIFIED:   
  
    
   :   
MONTH
DAY
YEAR
MILITARY TIME


PATIENT INFORMATION
	PATIENT’S RESIDENT COUNTY (if Nevada):      

	PATIENT’S RESIDENT STATE/DISTRICT/TERRITORY (if not Nevada):      

	PATIENT’S RESIDENT COUNTRY (if not USA):      

	PATIENT’S DATE OF BIRTH:   
  
    
MONTH
DAY
YEAR

	PATIENT’S SEX:  FORMCHECKBOX 
 MALE  FORMCHECKBOX 
 FEMALE

	DATE PATIENT/FAMILY/SIGNIFICANT OTHER NOTIFIED OF SENTINEL EVENT:   
  
    
MONTH
DAY
YEAR


DEPARTMENT WHERE PATIENT WAS PHYSICALLY LOCATED
WHEN SENTINEL EVENT OCCURRED
(Check one box.)
	 FORMCHECKBOX 
 anesthesia/PACU
	 FORMCHECKBOX 
 intermediate care
	 FORMCHECKBOX 
 pediatric emergency department

	 FORMCHECKBOX 
 antepartum
	 FORMCHECKBOX 
 labor/delivery
	 FORMCHECKBOX 
 pediatric intensive/critical care

	 FORMCHECKBOX 
 cardiac catheterization suite
	 FORMCHECKBOX 
 laboratory
	 FORMCHECKBOX 
 pediatrics

	 FORMCHECKBOX 
 dialysis unit
	 FORMCHECKBOX 
 long term care
	 FORMCHECKBOX 
 pharmacy

	 FORMCHECKBOX 
 emergency department
	 FORMCHECKBOX 
 medical/surgical
	 FORMCHECKBOX 
 postpartum

	 FORMCHECKBOX 
 endoscopy
	 FORMCHECKBOX 
 neonatal unit (level 2)
	 FORMCHECKBOX 
 psychiatry/behavioral health/geropsychiatry

	 FORMCHECKBOX 
 gynecology
	 FORMCHECKBOX 
 neonatal unit (level 3)
	 FORMCHECKBOX 
 pulmonary/respiratory

	 FORMCHECKBOX 
 imaging
	 FORMCHECKBOX 
 newborn nursery (level 1)
	 FORMCHECKBOX 
 trauma emergency department (level 1)

	 FORMCHECKBOX 
 inpatient rehabilitation unit
	 FORMCHECKBOX 
 observational/clinical decision unit
	 FORMCHECKBOX 
 trauma emergency department (level 2)

	 FORMCHECKBOX 
 inpatient surgery
	 FORMCHECKBOX 
 outpatient/ambulatory care
	 FORMCHECKBOX 
 trauma emergency department (level 3)

	 FORMCHECKBOX 
 intensive/critical care
	 FORMCHECKBOX 
 outpatient/ambulatory surgery
	

	 FORMCHECKBOX 
 ancillary/other – 
specify:      


TYPE OF EVENT
(Check one box.)
	SURGICAL
	 FORMCHECKBOX 
 suicide
	 FORMCHECKBOX 
 burn

	 FORMCHECKBOX 
 surgery on wrong body part
	CARE MANAGEMENT
	 FORMCHECKBOX 
 fall

	 FORMCHECKBOX 
 surgery on wrong patient
	 FORMCHECKBOX 
 medication error
	 FORMCHECKBOX 
 restraint

	 FORMCHECKBOX 
 wrong surgical procedure
	 FORMCHECKBOX 
 transfusion error
	CRIMINAL

	 FORMCHECKBOX 
 retained foreign object
	 FORMCHECKBOX 
 labor or delivery
	 FORMCHECKBOX 
 impersonation of healthcare provider

	 FORMCHECKBOX 
 intra- or post-operative death
	 FORMCHECKBOX 
 hypoglycemia
	 FORMCHECKBOX 
 abduction

	PRODUCT OR DEVICE
	 FORMCHECKBOX 
 neonate hyperbilirubinemia
	 FORMCHECKBOX 
 sexual assault

	 FORMCHECKBOX 
 contaminated drug, device, or biologics
	 FORMCHECKBOX 
 pressure ulcer (stage 3 or 4)
	 FORMCHECKBOX 
 physical assault

	 FORMCHECKBOX 
 device failure
	 FORMCHECKBOX 
 spinal manipulation
	HEALTHCARE-ASSOCIATED INFECTION

	 FORMCHECKBOX 
 air embolism
	 FORMCHECKBOX 
 wrong sperm or egg
	 FORMCHECKBOX 
 CLABSI

	PATIENT PROTECTION
	ENVIRONMENTAL
	 FORMCHECKBOX 
 VAP

	 FORMCHECKBOX 
 infant discharge to wrong person
	 FORMCHECKBOX 
 electric shock
	 FORMCHECKBOX 
 SSI

	 FORMCHECKBOX 
 elopement
	 FORMCHECKBOX 
 wrong or contaminated gas
	 FORMCHECKBOX 
 CAUTI

	OTHER

	 FORMCHECKBOX 
 HAI – other
specify:      

	 FORMCHECKBOX 
 other – 
specify:      


OUTCOME
(Check either Actual or Risk of.)
	 FORMCHECKBOX 
 actual

	 FORMCHECKBOX 
 risk of



(Check one box.)
	 FORMCHECKBOX 
 death

	 FORMCHECKBOX 
 physical injury with permanent loss

	 FORMCHECKBOX 
 psychological injury with permanent loss

	 FORMCHECKBOX 
 physical and psychological injuries with permanent losses

	 FORMCHECKBOX 
 facility-acquired infection


Fax to (775) 684-5999 or send via certified mail with a return receipt to:

ATTN: Sentinel Events Registry
Nevada State Health Division
4150 Technology Wy Ste 211
Carson City NV 89706-2009
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