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Confidential Quarterly Report Pursuant to KSA 65‐4923(d) 

 

 

 

Reporting Year __________   Reporting Quarter ___________ 

 

 

 

Name of Facility ____________________________________________________ 

 

 

Address ___________________________________________________________ 

 

 

Name of Risk Manager _______________________________________________ 

 

 

Email Address ______________________________________________________ 

 

 

Contact Phone Number ______________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

Return this report    Kansas Department of Health and Environment 

along with the     Bureau of Community Health Systems 

the Cover Sheet to:  Risk Management Program 

        1000 SW Jackson Street, Suite 330 

        Topeka, Kansas 66612‐1368 

or 

        E‐mail report to llee@kdheks.gov (to confirm receipt of the quarterly 

report) or you may fax report to (785) 291‐3419  

        (Faxed reports are not confirmed). 



 

 

 
 

KANSAS DEPARTMENT OF HEALTH & ENVIRONMENT 
Risk Management Program 

Confidential Quarterly Report Pursuant to KSA 65-4923(d) 
 

Reports are due within 30 days of each completed quarter. 
 
 

Facility Name _________________________________________ City ___________________________ 
 

1. Facility Type:  □ Hospital   □ Psychiatric Facility   □ ASC  □ Other _________________ 
 

2. Reporting Quarter:    □ Jan-March    □ April-June    □ July-Sep    □ Oct-Dec 
 

3. Final SOC determination by the facility’s risk management program this quarter: 
 
a.  Total number of final SOC III (standard of care not met with injury 

occurring or reasonably probable) determinations. 
b.  Total number of final SOC IV (possible grounds for disciplinary action 

by the appropriate licensing agency) determinations. 
 

4. Specify the number of reports sent to each of the following licensing agencies. 
 
______ Board of Healing Arts    ______ Board of Nursing     _____Board of Pharmacy 
 
Other:  ________         _____________________________________________________ 
         Number    Name of Agency 
 

5. Type of incident/occurrence: 
□ Fall     □ Abuse, Neglect or Exploitation 
□ Assessment/treatment  □ Professional licensure event 
□ Delay    □ Facility process or system-related 
□ Scope of Practice   □ Impairment due to drug, alcohol or cognition 
□ Falsification    □ Documentation of Narcotics 
□ Medication Error   □ Improper Procedure 
□ EMTALA-Related   □ IV line mix-up 
□ Drug Diversion   □ Unprofessional conduct 
□ IV infiltration   □ Other:  __________________________________  
 
 

 
 



 

 

 
6. Please complete for each SOC listed on the previous page.  Make extra copies of this page if 

necessary.   
Incident # Event Date Provider Name/License Type and # SOC 

Determination 
    

 
 

Facts of the Incident (Description) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Actions Taken to Prevent Recurrence 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 



 

 

 
Incident # Event Date Provider Name/License Type and # SOC 

Determination 
    

 
 

Facts of the Incident (Description) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Actions Taken to Prevent Recurrence 
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