Training Handout: Best Practices for Documentation and Incident Reporting
Purpose: To provide clear guidelaines for writing accurate, professional and concise documentation.

Why Documentation Matters
· Protects clients, staff and organizations
· Supports continuity of care and communication across all the board (CMH, Coworkers, PCP)
· Serves as a legal and regulatory record
· Preserves facts when memories fade
· Demonstrates professional accountability

Core Principles of High Quality Documentation
· Facts only: Document what you see, hear or do. No opinions or assumptions
· Objective and descriptive; use observable, measurable details
· Clear and Complete: Who, What, When, Where, Actions taken and Outcomes
· Use direct quotes when relevant: Capture exact client/observer statements
· Concurrent: Document in real time or immediately after. No later than the end of your shift.
· Professional: Neutral, respectful language. No slang 
· Never alter records: Corrections must be dated, timed and explained.

Poor vs. Best Practice Documentation Examples
Poor: Client was aggressive.
Better: Client raised voice, clenched fists, and struck the table.

Poor: Client was drunk.
Better: Client had unsteady gait, slurred speech and smelled of alcohol.

Poor: Staff handled the fall.
Better: Staff assessed the client, obtained vitals, and notified Home Supervisor at 4:15PM.

Poor: Client was uncooperative.
Better: Client stated, “I don’t want this injection,” and pulled arm away from staff.

Best Practice Documentation:
Date of Incident: January 12, 2026 Time: 2:10 PM Location: Group Room B 
Reported by: Amanda C. 
Persons Involved: Client J.D., Staff M.R.
 Description of Incident: At approximately 2:10 PM, Client J.D. stood up from a chair near the east wall of Group Room B. After taking two steps, J.D.’s right foot slid forward. J.D. fell onto their right side and made contact with the floor. Staff M.R., who was standing approximately six feet away, approached immediately. J.D. remained on the floor and stated, “I slipped.” 
Immediate Actions Taken: Staff M.R. instructed J.D. to remain still. At 2:12 PM, RN L.S. arrived and assessed J.D. Vital signs were taken at 2:14 PM. J.D. reported pain rated “3 out of 10” in the right hip. No bleeding was observed. No visible deformities noted. At 2:18 PM, J.D. was assisted to a seated position using a gait belt and transferred to a wheelchair. 
Notifications: Provider notified at 2:25 PM. Supervisor notified at 2:27 PM. Family notified at 2:45 PM. 
Outcome: Client transported to clinic for further evaluation at 2:50 PM. Environmental Observations: Floor was dry. Client was wearing socks without shoes. No obstacles were observed in the immediate area. 
Signature: ____________________________ Date/Time: ___________________





Documentation Checklist
· Document as soon as possible after the event
· Include date, time, location
· Identify all persons involved
· Describe exactly was you saw and heard
· Use direct quotes when relevant
· Avoid opinions, assumptions and blame
· Describe actions taken, and by whom
· Record assessments and observations
· Document notification times
· Describe outcomes and next steps
· Note any environmental contributing factors
· Use professional, neutral language
· Sign and date 
