
GEORGIA DEPARTMENT OF COMMUNITY HEALTH 
Healthcare Facility Regulation Division 

Health Care Section 
2 Peachtree Street, N.W.  Suite 31-447 

Atlanta, Georgia 30303 
Tel: 404.657.5440  Fax: 404.657.8934 

 

REQUIRED HOSPITAL SELF REPORTS TO THE DEPARTMENT FORM 
(Please Type Form) 

 

FACILITY INFORMATION 

 
Name of Hospital:_____________________________________________________________________ 
 
Hospital Type:_______________________________ License #: _______________________________ 
 
Address: ___________________________________________________________________________ 
 
City:________________________________State:___________________ Zip Code:______________ 
 
Person Reporting 
Incident:_____________________________________Title:__________________________________ 
 
Contact Person(s):__________________________ Phone Number of Contact: _________________ 
 
Fax #: ______________________   Email Address:________________________________________ 
 

Patient /Reporting Information 

 
Date______________ Time __________ a.m./p.m. Reported to HFRD 
 
Date______________ Time __________ a.m./p.m. Incident Occurred 
 
Date______________ Time __________ a.m./p.m. Hospital was Aware that Reportable Incident May 

      have Occurred 
 
_____________________________     _________     ________M/F      ___________________    
Patient Name       Age                   Sex             Date of Birth 
 
_____________________  _________________    
 Medical Record #              Date of Admission   
 
Diagnosis (all): 
______________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 

Type of Incident: Please check appropriate boxes.   (Attach a copy of incident report if applicable) 

 

[  ] Any unanticipated patient death not related to the natural course of the patient’s illness or 

underlying condition 
[  ] Any surgery on the wrong patient or the wrong body part of the patient 

[  ] Any rape which occurs in the hospital 
  
 
 
 
 



 
 
 
 
Briefly describe circumstances of the incident: (attach additional sheet if necessary) 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Immediate Corrective or Preventative Action Taken: (attach additional sheet if necessary) 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Note:  If the incident involved a death, was the medical examiner notified?  [ ]Yes [ ] No 
  Was an autopsy requested?  [  ] Yes  [  ] No 

Name and contact number of Medical Examiner______________________________ 
 

Additional Required Reports: Please check appropriate boxes 
The hospital shall make a report of the event within 24 hours or by the next regular business day from 
when the reportable event occurred or from when the hospital has reasonable cause to anticipate that the 
event is likely to occur. 

 
Acknowledgement of Information Reported: 
 

I swear that the information reported within this form is true and accurate and completed to the best of 
my knowledge. 
 
 
_____________________________________   _______________________________   ______________________ 
Signature of Person Completing Form             Title         Date Completed 
 
_____________________________________ 
Print Name 

For Department Use Only 

 
Received in S/A Date:___________________________ 

 
Reviewed By:__________________________________ 
 
Date:____________________ 
 
Reporting time frame of 24 hours/next business day met? (   ) Yes    (   ) No 
 
Action Require   (   ) Yes        (   ) No 
 
Self Report ID #: _______________ Complaint Number: _______________ 

 

This report is required as set forth in the Hospital Rules §290-9-7-.07 (2) and must be submitted to the Department within twenty-four (24) hours or by the 

next regular business day from when the incident occurred, or from when the facility has reasonable cause to suspect a reportable incident §290-9-7-.07 2. 

   



Healthcare Facility Regulation Division 
Sample Flow Chart for Decisions in Self-Reporting Unanticipated Patient Deaths 

(Note: Every incident/event is unique. This document is only intended to provide guidance. If in attempting to evaluate your event, 
you continue to have doubt about whether or when to make a self-report, you may wish to go ahead and send the report, or call for 

assistance.) 
 
 
 
 

no 

Is there reason to believe the 
death was expected, or that the 
patient died as a result of the 

natural course of their illness?1

There is no requirement to 
report the death to HFRD 
unless at some future point 
it is found that the death was  
NOT related to the natural 
course of  the  illness. At 
that time, the event must be 
reported to HFRD within 24 
hours of  the finding. 

no 

no 

yes 

no If the investigation reveals the 
patient’s death was caused by a 
natural course of the patient’s 
illness or by the patient’s 
comorbid conditions, the death 
does not need to be reported. 

yes Report to HFRD within 24 hours of 
awareness of the findings showing a 
deviation in standard of care or that 
the death was not caused by the 
cormorbid condition as previously 
suspected.

Do investigation findings 
reveal a deviation in standard 
of care or that the death was 
not caused from a comorbid 

condition as previously 
suspected? 

Proceed with hospital’s internal investigation.

no Report to HFRD within 24 hours; 
proceed with hospital’s internal 
investigation (including autopsy, if 
applicable) after reporting. 

In the absence of any of the above, 
is there reason to believe on 

preliminary review that one of the 
patient’s comorbidities contributed 

to or caused the death?4

yes Report to HFRD within 24 hours of  
awareness of a reason to believe a 
deviation  in the standard of care may  
have caused or contributed  to the patient 
death.

Does preliminary review 
show a reason to believe there was a 

deviation in the  standard of care 
during treatment that could have 

caused or  contributed to the patient 
death?3

 
 
yes Any patient death due to a fall or 

accident at the hospital must be  
reported within 24 hours. Also report  
within 24 hours of discovery of reason 
to believe the event was a suicide.

Is there any reason to believe 
the  death was due to a fall or 

accident at the  hospital, or was 
a purposeful act on the part 

of the patient (suicide)?2

yes 

Evaluate available information from records 
and staff reports at the time of the death. 

Patient dies. 

1”illness” here is defined as that 
illness prompting their current 
hospital admission. A possible 
complication from surgery should not 
be considered a natural course of an 
illness unless the patient was at 
extremely high risk of succumbing to 
such a complication. 
 
2Is there reason to believe intent on 
the part of the patient? 
 
3 For example, do staff report or 
believe, or does the patient’s record 
reflect, that there was or may have 
been an error in the prescription, 
preparation, or administration of 
medications, fluids, or treatments? A 
failure to follow established 
procedures or protocols? A  failure to 
provide treatment or a delay in 
treatment? 
 
4Closely examine the number and 
severity of comorbidities to determine 
whether it is reasonable to suspect 
them as a cause or contributor to the 
death.

 HFRD Decision Flow Chart for Reporting Unanticipated Deaths.doc Revised 01/2010 



Healthcare Facility Regulation Division 
Sample Flow Chart for Decisions in Hospital Self-Reporting of Rape Allegations 

Note: Every incident/event is unique. This document is only intended to provide guidance. If in attempting to 
evaluate your event, you continue to have doubt about whether or when to report a specific event, you may wish 
to go ahead and report, or call for assistance.) 

Hospital is aware of an allegation of 
rape or sexual assault 

Evaluate available information at the 
time you are aware of the allegation 

     
    
 HFRD Flow chart for Decisions for Self-Reporting Rape Allegations Rev_1.7.2010 

 

(1) 
Are there any indications that there 

may have been an opportunity for the 
event to have occurred?

Report the allegation to 
HFRD within 24 hrs. of 
the time you are aware 
there may have been an 

opportunity for the event 
to have occurred. 

yes 

no 

yes 

no 

no 

yes 
Report the allegation to 
HFRD within 24 hrs. of 
the time you are aware 
there may have been an 

opportunity for the event 
to have occurred. 

yes Report the allegation to HFRD within 24 
hours of  the time it iss discovered that the 

answer to (1), (2), or (3) is “yes”. 

During the hospital’s 
investigation, does the 
answer to (1),(2), or (3) 

become “yes”? 

Proceed with hospital’s internal 
investigation 

(3) 
Is there any corroboration of sexual 
contact, or reason to believe such 

contact occurred?

(2) 
Are there any physical findings 
consistent with the event having 

occurred?

Report the allegation to 
HFRD within 24 hrs. of 
the time you are aware 
there may have been an 

opportunity for the event 
to have occurred. 

No self-report to HFRD is 
necessary if the hospital’s 

investigation (and any legal 
investigation) fails to 

substantiate the allegation of 
rape or sexual assault. 

no 



Healthcare Facility Regulation Division 
Sample Flow Chart for Decisions in Hospital Self-Reporting of Wrong Site Surgeries 

Hospital is aware of a surgery on the 
wrong patient or wrong body part of 

a patient 

Report to HFRD within 24 hours of 
awareness of the event 

 

HFRD Flow chart for Decisions for Self-Reporting Wrong Site Surgeries Rev_1.7.2010 


