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Client Information
Critical Incidents 
Notify guardian and family per Oklahoma Administrative Code (OAC) 340:100-3-34. For Waiver funded service recipients, contract provider staff report incidents electronically via the DDS Provider Reporting System for all critical and non-critical incidents. For critical incidents involving state funded service recipients, contract provider staff submits Form 06MP046E, Incident Report, to DDS State Office within one business day of the incident. For non-critical incidents, contract provider staff maintains a copy of Form 06MP046E per OAC 340:100-3-40.
Select all that apply:
PRN medication protocol in place?
PRN medication protocol followed?
Authorized in Protective Intervention Plan (PIP)?
Non-Critical Incidents 
Select all that apply:
Incident Details
Program coordinator action taken
Routing Information
Copy:  critical incident only, fax (405) 522-3037 or email *STO.DDS.CIRS@okdhs.org
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