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COMPLAINT INFORMATION

Person Making Report

Nurse Being Reported

Name/Title

Name of Nurse

Name and Address of Facility/Agency

Minnesota License Number:

[ ]RN [ ]LPN ] APRN [] Applicant

Address of Person Making Report

Home Address of Nurse Being Reported(if known)

Contact Information

Contact Information

Home: Home:
Work: Work:
Cell phone: Cell phone:

Date of event/nursing practice breakdown that triggered report:

FACILITY INFORMATION

Type of facility or environment
] Ambulatory Care

[] Assisted Living

] Critical Access Hospital

[] Behavioral Health

[] Home Care

Number of beds (if applicable)

[] Hospital

[] Long Term Care

] Physician/Provider Clinic or Office
[] Unknown

[] Other

Where did the event/practice breakdown occur (e.g. patient’s room, client’s home, specific department, etc.)?

NURSE INFORMATION

Nurse’s employment dates at facility/agency (from and to)

Length of time the nurse had worked in the patient care location/unit/department where the practice breakdown
occurred

[] Less than one month

[] One month - Eleven months

[] Two - Five years
] More than five years

[ ] One - Two years [ ] Unknown
Type of shift the nurse was working at the time of the practice breakdown
] 8 hour 110 hour 112 hour ] on-call [ other

Total number of direct care patients assigned to the nurse at the time of the practice breakdown

Was the nurse working in a temporary capacity (e.g., traveler, float pool)? [] Yes ] No

Has this individual been previously disciplined and/or counseled by your facility for practice issues?

] Yes ] No

What action has the employer taken?
[] Retained nurse [ ] Employment terminated [ ] Resignation in lieu of termination  [] Accepted resignation

PATIENT INFORMATION

(If more than one patient or event, use patient event that triggered the report to the Board)
Patient Age Patient gender [ ] Male [ ] Female [] Unknown

Patient’s primary diagnosis(es)
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Pertinent patient characteristics at the time of incident (Check all that apply)

[] Agitation/combativeness ] Incontinence
] Altered level of consciousness [] Insomnia

[] Cognitive impairment [] Pain

[] Communication/language difficulty [] Sensory deficits
[] Depression/anxiety ] None

[] Inadequate coping/stress management [ ] Unknown

Patient Harm

] No harm - An error occurred but with no harm to the patient

] Harm - An error occurred which caused a minor negative change in the patient's condition.

] Significant harm - Significant harm involves serious physical or psychological injury. Serious injury specifically includes
loss of function or limb.

[ ] Patient death - An error occurred that may have contributed to or resulted in patient death.

PRACTICE BREAKDOWN INFORMATION

Did the reported event involve intentional misconduct or criminal behavior? (Please check all that apply)

] No [] Yes: Theft (including drug diversion)

[] Yes: Changed or falsified charting [] Yes: Patient abuse (verbal, physical, emotional or sexual)
] Yes: Criminal conviction [] Yes: Other - please specify

[ Yes: Deliberately covering up error ] Unknown (if you select this option, do not select any other.)

[] Yes: Fraud (including misrepresentation)

Did the practice breakdown involve a medication error? | Was a documentation error involved?

] Yes I No ] Yes [1No

Statement of Complaint
Provide a detailed description of the practice breakdown/event of concern with as much relevant information as possible.
You may attach additional pages or relevant employee/patient records. Patient identifiers may be removed from records.
The Board will review your report, but does not routinely contact complainants for additional information.

**The Board is participating in an important study of the National Council of State Boards of Nursing (“NCSBN”) analyzing
factors that may contribute to nursing practice breakdown. The report you submit may be included in the study database.
No identifying information you include will be submitted to the NCSBN (see “TERCAP” on MBN website in the Practice
link for additional information).

Signature-Complainant Date

Notice of Rights: This form is offered so the Board may properly and thoroughly evaluate and investigate this report, and
if necessary, use this information in any administrative or legal proceeding. Recognizing the Board’s need to verify and
potentially legally pursue this report, | authorize the Board, its agents, and/or agents of the Office of the Attorney General
representing the Board to disclose this information and to those they reasonably believe have a need to know. This
document is available in alternative formats to individuals with disabilities by calling the number on the front page.




	NameTitle: 
	Name of Nurse: 
	Name and Address of FacilityAgency: 
	RN: Off
	LPN: Off
	APRN: Off
	Applicant: Off
	Address of Person Making Report: 
	Home Address of Nurse Being Reportedif known: 
	Date of eventnursing practice breakdown that triggered report: 
	Ambulatory Care: Off
	Assisted Living: Off
	Critical Access Hospital: Off
	Behavioral Health: Off
	Home Care: Off
	Hospital: Off
	Long Term Care: Off
	PhysicianProvider Clinic or Office: Off
	Unknown: Off
	undefined: Off
	Number of beds if applicable: 
	Other: 
	Where did the eventpractice breakdown occur eg patients room clients home specific department etc: 
	Nurses employment dates at facilityagency from and to: 
	Two Five years: Off
	More than five years: Off
	Unknown_2: Off
	Less than one month: Off
	One month Eleven months: Off
	One Two years: Off
	undefined_2: Off
	undefined_3: Off
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	Total number of direct care patients assigned to the nurse at the time of the practice breakdown: 
	Was the nurse working in a temporary capacity eg traveler float pool: Off
	Has this individual been previously disciplined andor counseled by your facility for practice issues: Off
	Retained nurse: Off
	Employment terminated: Off
	Resignation in lieu of termination: Off
	Accepted resignation: Off
	Patient Age: 
	Patient gender: Off
	Patients primary diagnosises: 
	Agitationcombativeness: Off
	Altered level of consciousness: Off
	Cognitive impairment: Off
	Communicationlanguage difficulty: Off
	Depressionanxiety: Off
	Inadequate copingstress management: Off
	Incontinence: Off
	Insomnia: Off
	Pain: Off
	Sensory deficits: Off
	None: Off
	Unknown_4: Off
	No harm An error occurred but with no harm to the patient: Off
	Harm An error occurred which caused a minor negative change in the patients condition: Off
	Significant harm Significant harm involves serious physical or psychological injury Serious injury specifically includes: Off
	Patient death An error occurred that may have contributed to or resulted in patient death: Off
	No_3: Off
	Yes Changed or falsified charting: Off
	Yes Criminal conviction: Off
	Yes Deliberately covering up error: Off
	Yes Fraud including misrepresentation: Off
	Yes Theft including drug diversion: Off
	Yes Patient abuse verbal physical emotional or sexual: Off
	Yes Other please specify: Off
	Unknown if you select this option do not select any other: Off
	undefined_7: 
	Did the practice breakdown involve a medication error: Off
	Was a documentation error involved: Off
	link for additional information: 
	Date: 
	license number: 
	home1: 
	work1: 
	cell1: 
	home 2: 
	work2: 
	cell2: 
	reset: 


