Appendix 3
Self- Harm Incident Report

	Date and Time of Incident 
	

	Incident Number
	

	Young Person 
	



	Describe behaviour/ presentation in last 24hrs - 

















How was the self-harm identified – 

















Describe how young person responded to support offered-
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Medical Treatment Required

	Y/N

	Medical Assistance Offered

	Y/N

	Medical Treatment Given
	Y/N
	First Aid        

Doctor

Hospital Treatment⁯⁯


	

Signed ……………………………………………………………………………………     


Designation………………………………………………………………………………

Managers Comments ………………………………………………………………………………………………………………………………………….………………………………………………………………………………………………………………………………………….………………………………………………………………………………………………………………………………………….………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Managers Signature …………………………………………………………………….   

Name in Capitals ……………………………………………………………………….     

Date…………………………………………..




Quality Assurance Check                                                       

Signed ………………………………   

Designation………………………………………………Date…………………………………







