
New York State Department of Health 
Division of Home and Community Based Services 

SERIOUS REPORTABLE INCIDENT 
SERVICE COORDINATION 

24-HOUR NOTIFICATION REPORT  
 

HOME AND COMMUNITY BASED SERVICES MEDICAID WAIVER 
Nursing Home Transition and Diversion (NHTD) 

 
Date:        

 
Participant Name:            
RRDC Region:         CIN:      
Incident Date:         
 
Person(s) Notified by Service Coordinator or Service Coordination Supervisor: 

 Name of Person Notified Reason Date 
Notified 

Participant  
 
 

  

Legal Guardian 
 

 
 
 

  

Other 
 

 
 
 

  

Provider Agency 
Name:  

 
 
 

  

Provider Agency 
Name:   

 
 
 

  

Provider Agency 
Name:  

 
 
 

  

 

*Upon completion of form, send to Quality Management Specialist  
 
              
Service Coordinator Name      Signature   Date 
 
              
Service Coordination Supervisor Name (if applicable)   Signature   Date 
 
FOR QMS ONLY: 
 
Form Sent to DOH WMS 
Date:  ___/___/_____ 
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