
Serious Injury Report  
State of Minnesota 

 
 
Date Reported:   County:  
 
Client Information 
 
Last Name:  First Name:  MI:  
 
Street:
 
City: State: Zip:
 
Telephone Number:                                         Gender:                                     Date of Birth:
 
Ethnic:                                                       Is Client on or Eligible for Medical Assistance: 
 
Guardianship:
 
Legal Status: 
 
Client is currently receiving services for:
 
Name of Residence:
 
Corporation Name:
 
Type of License: 
 
 

Reporter Information        I wish to remain confidential and do not require a response to this report.
 
Last Name:                                                                     First Name:
 

 
 
 
 
 
  
 
Title: Telephone Number:     Fax:
 
Agency or program: 
 
Street Address:  
 
 City: State:                                     Zip:   
  

Office of the Ombudsman for Mental Health and Developmental Disabilities
                                               Fax: 651-797-1950 

Jean
Placed Image


Jean
Placed Image

Instructions
Note
You may complete this form on-line, print it out and fax it into our Office. Just click the cursor in the appropriate area and type in the information. Move from field to field using the tab key. This will make sure that your data stays in the appropriate area. When you have completed the form, print it out and fax it to 651-797-1950.Call us with any questions or comments at 1-800-657-3506 or 651-757-1800.



Injury Information 
 
Date of Injury (if known):  Time of Injury:

   
Type of Injury:   
 
Incident Involved:
Explain if you selected Other:  

 
 
 
Injury Type Specifics:                     
 
Describe how Injury Happened: 
 
 
 
 
Name of Provider or Corporation where injury occurred:
 
 
Diagnosis Information 
 
Axis I (Clinical Syndromes)
  
  
 
Axis II (Developmental/Personality Disorders)  
  
  
 
Axis III (Physical Disorders)  
  
  
 
Current Medications:  
  
  
 
Others/Agencies Involved/Referred to/Notified: 
 Legal  County  MH Association 
 Administration  State Agency  Medical 
 Ombudsman  Private agency  Other Government 
 DHS  Treatment Team  Adult/Child Protection/CEP 
 OHFC  Ombudsman Staff 
 
Additional Information:  
  
 
 
 
 
 
 
 
 
                                                                                                                                                               Revised 11/2012 
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