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OUR PRINCIPLES:
	
With passion and excellence, Delphi makes a
difference to people’s lives by providing innovative and specialist addiction services that lead the way from dependence to freedom.

	

OUR VALUES:
	
We all commit to and care about: going one step further with our customers; our wellbeing as individuals and as teams; and improving and strengthening ourselves and our organisation.
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	BEFORE

	Understand role & complete adequate training
	All staff and volunteers must read the Near Miss, Incident, and Serious Untoward Incident Policy and must discuss any questions they have about the Policy, or this procedure, with their manager.

[image: ]
Upon joining Delphi Medical, all staff and volunteers must undertake induction, which includes incident training.

[image: ]
Annual incident training is mandatory, for all staff and volunteers working within the company. Managers must ensure that all staff complete their mandatory training.

[image: ]
Additional training is encouraged. Managers must discuss additional training via supervision.
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	Be alert
	Actively observe your surroundings for potential hazards and take responsibility for your own safety and the safety of others around you.



	DURING

	Act in a timely manner
	Upon discovery of an incident or accident, assess the situation and take immediate steps to minimise impact and secure the safety of any other persons potentially at risk.
1. Does medical attention need to be organised? (Dial 999)
2. Is urgent police presence required? (Dial 999)
3. Has a crime been committed, and does it need to be reported? (Dial 101 unless immediate risk) and preserve forensic evidence (if applicable)

[image: ]
All safeguarding concerns must be discussed with either the Safeguarding Lead or Service Manager in the first instance (see separate safeguarding procedure if appropriate.)
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	Always Protect Our Data
	All forms that are submitted as part of this process should always be password protected. This is to protect both our and our customers information.
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	If you are unsure what the Delphi default password is please speak to your manager or contact the Governance and Assurance (G&A) team.

	CQC
Notifications
	For CQC registered services we notify CQC in the following circumstances:
· Upon the event of the death of a customer within our case.
· If the incident involves calling the police, a Police CQC notification form must be completed and submitted along with the Incident Accident form.
· All instances of abuse or alleged abuse involving a customer within our services should be reported to CQC. Please note that instances of self-neglect should be reported as abuse.

[image: ]
Each CQC registred location has a unique registration number so please ensure that the correct form is used for your location.
Copies of the CQC Notification forms can be found at Appendix 1.
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	Internal Reporting
	Complete and submit the appropriate form as soon as possible, within 48 hours. Within Syncora we use two incident reporting
forms the ‘Incident, Accident Form’ and ‘Death Notification form’. Copies of the forms can be found at Appendix 1.

The forms are available on SharePoint and on Quip. Details of where to submit the completed form are located on the bottom of the form.

[image: ]
Upon receipt of the form, the G&A Team will log and then review the incident.

[image: ]
If no further action is required (for example a near miss where correct action has been taken by staff), G&A Team will log the outcome and then close the incident.

[image: ]

	Statutory & contractual reporting
	If the incident relates to a data breach, G&A Team will complete the GDPR reporting template immediately (via QUIP) and liaise with the Group Data Protection Officer so that a report can be made to the Information Commissioners Office (ICO) if
appropriate.
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G&A Team will advise the Service Manager and member of staff if duty of candour applies, and the three parties will work collectively in accordance with the Duty of Candour policy.

[image: ]
If the incident is notifiable to commissioners via contractual obligation, for example the death of a customer within our care, the appropriate Service Manager will be notified and sent a copy of the completed Death Notification for sign off, and the G&A Team will correspond with commissioners.

[image: ]
If the incident is notifiable to insurers as per our insurance policy, G&A Team will ensure that an insurance notification form is completed by the relevant person and Governance and Assurance Team will liaise with insurers.

[image: ]
If the incident is notifiable to CQC as per our regulatory requirements, G&A Team will send the completed CQC notification form to the Service’s CQC Registered Manager (RM) for sign off and then ensure it is submitted to the CQC in line with set timescales.
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	Incident Investigation
	If investigation is required, a manager will be assigned and notified via email.

The timescale for completion of an incident or accident investigation is 14 days from the date of the incident.

The timescale for completion of a Death notification investigation is 28 days from the date of the incident.

[image: ]


	Customer Death
	If the matter concerns the death of a customer who is under our care, we may be called to Coroner Court.
[image: ]
Within the investigation section of the Death Notification form (Part 2) contains a section that the investigating manager should pass to the keyworker to complete.
The ‘Keyworker summary’ section should be completed by all of the relevant staff members who were involved in the customer’s
care.
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	(As this section is part of the investigation, the section needs to be fully completed in line with the deadline for completing the investigation).

The information contained within this section will be used by the G&A Team to liaise with the Inquest Team or Coroner to provide the necessary documents on behalf of Delphi.
[image: ]
For staff working in HMPs a Team debrief is completed. The Prison will also complete a HOTT Debrief and 72 hour review.

[image: ]
Delphi Commuity teams may also hold a team debrief to ensure the staff team is supported and one-to-one support is offered to the keyworker involved in the customer’s care.



	AFTER

	Tracking
	Once the investigation is complete, G&A Team will note lessons learnt, good practice and recommendations and will liaise with managers for updates on outstanding actions until they are complete.
[image: ]

	Statutory & contractual reporting
	G&A Team will send all completed Death Notification investigations to commissioners (if appropriate) and to CQC and/or insurers if they have been requested as part of the notification process.

	Learning
	Good practice and lessons to learn from near misses, incidents, and serious untoward incidents are discussed initially at team meetings and individual supervision meetings as appropriate.
[image: ]
Learning from near misses, incidents, and serious untoward incident investigations are then discussed at the monthly managers meetings. Further actions agreed as necessary to ensure robust learning and quality improvements.
[image: ]
All Registered / Service Managers, and SLT members, attend the six weekly Care Governance Group and share learning, contributing to group-wide learning and improvement.
[image: ]
The Head of Governance & Assurance monitors effectiveness of this procedure and associated policy, including the effectiveness of the learning and improvement process, in line with the audit schedule.






	Appendix 1

	Incident forms to use:
	


[bookmark: _MON_1748432386][bookmark: _MON_1748432435] 	
	

	Police CQC notification forms to use:
	




[bookmark: _MON_1748432471][bookmark: _MON_1748432740][bookmark: _MON_1748432540][bookmark: _MON_1748432777][bookmark: _MON_1748432579]             

	Safeguarding CQC
notification forms to use:
	





[bookmark: _MON_1748432923][bookmark: _MON_1748432956][bookmark: _MON_1748432985][bookmark: _MON_1748433018]

	Customer Death CQC notification forms to use:
	Separate Death CQC notification forms are no longer required as this forms part of the Death Notification form – the G&A Team will extract the information and complete the Customer Death CQC notification form from the information provided.
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Incident Accident Form



		Form completed by

		

		Date form completed

		



		Incident number

		To be completed by Governance & Assurance if applicable 



		CQC unique ref

		To be completed by Governance & Assurance if applicable 







		TYPE OF OCCURRENCE



		☐

		Accident: An unplanned event that results in injury or ill health.



		☐

		Incident: An unplanned event which resulted in damage or loss to property, materials, the environment, or business reputation.



		☐

		Near Miss: An incident that could have resulted in an accident. 



		☐

		Serious Incident: An event that presents a level of serious risk, often RIDDOR or CQC reportable. (N.B there is a separate form to notify a death).







		LOCATION OF OCCURRENCE (Complete for all)



		Company/Service

		



		Site/Location

		



		Room/Space

		



		Date of occurrence 

		

		Time of occurrence 

		







		SUMMARY (Complete for all)



		People Affected/Involved

		Main Person Affected



		

		Full name

		



		

		Address

		



		

		D.O.B/Age

		



		

		Contact
information

		Phone number

		



		

		

		Email address

		



		

		Status (Staff, customer etc)

		



		

		Other Person/People Involved (add Person 2 etc. if required)



		

		Full name

		Person 1)



		

		Address

		Person 1)



		

		D.O.B/Age

		Person 1)



		

		Contact
information

		Phone number

		Person 1)



		

		

		Email address

		Person 1)



		

		Status (Staff, customer etc)

		Person 1)



		Overview:
Factual account only

Summary and background information - Who/What/ How, what was happening before the occurrence, any other relevant information



		



		Immediate Action Taken: I.e., Contacted GP, relative, police, etc.

		









		Is this Accident/Incident Reportable?

		☐RIDDOR (Managed by H&S)
☐CQC (Managed by G&A team: 72-hour deadline)
☐Safeguarding

		☐Adult Social Care
☐Children’s Social Care
☐Public Health
☐Unsure – Need advice



		Witnesses:
Complete one witness statement page per individual witness

		Full name

		



		

		Role

		



		

		Contact
information

		Phone number

		



		

		

		Email address

		



		

		Witness Statement

Factual account only

		

















































































































		

		Date 
completed

		

		Witness
signature

		







		INCIDENT/SERIOUS INCIDENT (Do not complete if only accident. Tick all that apply)



		Category

		☐Violence/aggression
☐Alcohol/drugs related
☐Naloxone administered 
☐Medicines Management 

		☐Safeguarding
☐Data
☐Near miss
☐Care provision



		

		☐Other (State)

		







		ACCIDENT (Do not complete if only incident. Tick all that apply)



		Accident Type

		☐Slip/Trip/Fall on same level
☐Fall from height
☐Struck by moving object
☐Strike against something stationary

		☐Injured whilst lifting/handling
☐Act of violence
☐Contact with hot/cold surface
☐Contact with fire



		

		☐Other (State)

		







		Injury Details

(Main person affected)

		☐Bruising
☐Animal bite
☐Burn(s)
☐Electrical injuries
☐Sprain/Strain

		☐Dislocation/Fracture
☐Cuts and/or abrasions
☐Swelling
☐Internal Injury
☐None



		

		☐Other (State)

		



		Injury Details

(Other people involved)

		Person 1)



		Body Map

		[image: ]



		Was the injured able to resume work that day?

		Yes

		☐

		No

		☐



		Was first aid administered?


		Yes

		☐

		No

		☐



		

		Name of First Aider

		



		

		Treatment given 

		



		Was an ambulance called?

		Yes

		☐

		No

		☐

		Were the police involved?

		Yes

		☐

		No

		☐



		Additional comments

		







		ACTION NOW REQUIRED



		1. Submit report SECURELY to Service Manager for information, AND

2. If Delphi, Acorn, Care, Enterprise & Gateway - Submit to Governance & Assurance 

If SafeNet – Submit to Health & Safety







		INVESTIGATION



		Review completed by 

		Full name

		



		

		Job title

		



		

		Email

		



		

		Date of review

		



		

		Signed

		



		Form completion review:
Was the occurrence reported in time, thoroughly, are witness statements present and to an accepted standard?

		



		Investigation report:
Why did the accident / incident happen?

What is relevant to this incident related to the following:

. Customer factors 

. Staff factors

. Task

. Communication

. Equipment 

. Work environment 

. Organisational 

. Education/training

		



		Any previous or similar accidents/incidents:

Is there an existing risk assessment?

Do additional controls need adding? 

Is a risk assessment needed?

Are there any emerging themes?

		



		Debrief information:

Did a debrief occur, is any further support required?

		



		Good practice identified:

What went well?













		



		Recommendations/
Lessons to learn:
What could have gone better?

What steps can be taken to improve our service/ prevent future occurrences?

		



		Actions and Timescales:
Consider

Duty of candour,

Contact GP, pharmacy, other agency,

Contact relative/NoK,

Process change suggestion, share learning etc.

		Action

		By Who

		Timescales



		

		1

		

		

		



		

		2

		

		

		



		

		3

		

		

		



		

		4

		

		

		



		

		5

		

		

		



		

		6

		

		

		



		

		7

		

		

		



		

		8

		

		

		



		

		9

		

		

		



		

		10

		

		

		



		Shared learning:
Is there any learning or good practice we take from this occurrence to share across Syncora?





		







		ACTION NOW REQUIRED



		1. Submit report SECURELY to Service Manager for information, AND

2. If Delphi, Acorn, Care, Enterprise & Gateway - Submit to Governance & Assurance 

If SafeNet – Submit to Health & Safety
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Death Notification Form





		Form completed by

		

		Date form completed

		



		Email address

		

		Signature

		



		Incident number

		To be completed by Governance & Assurance if applicable 



		CQC unique ref

		To be completed by Governance & Assurance if applicable 







Please note this form must be submitted to the Governance & Assurance team within 48 hours of being notified of the death if the service is registered with the CQC.



		CQC NOTIFICATION (complete if service is CQC registered)





[bookmark: _Toc45117060]Section 1: Provider and location

1.1 Provider details

		[bookmark: _Hlk47527434]*CQC provider ID

		



		*Name of provider

		Click or tap here to enter text.





1.2 Registered location details

		*CQC location ID

		Click or tap here to enter text.



		*Name of the location

		Click or tap here to enter text.



		*Location address line 1

		Click or tap here to enter text.



		Location address line 2

		Click or tap here to enter text.



		*Town/city

		



		County

		



		*Postcode

		







1.3 Person completing this form

		*Full name

		Click or tap here to enter text.



		*Job title

		Click or tap here to enter text.



		*Date submitted

		Click or tap to enter a date.

		Email address

		Click or tap here to enter text.



		*Telephone number

		Click or tap here to enter text.







		Alternative contact name

		Click or tap here to enter text.



		Email address

		Click or tap here to enter text.



		Telephone number

		Click or tap here to enter text.





Section 2: Person who died

		*Unique identifier 

		Click or tap here to enter text.



		*Date began to use service

		Click or tap to enter a date.

		*Was the person receiving end of life or palliative care?

		☐ Yes

☐ No

☐ Not known







		*Month of birth (mm)

		Choose an item.



		*Year of birth (yyyy)

		Click or tap here to enter text.







You should use the information that the person or their representative gave you to complete this part of the form. If you do not have this information, select ‘Not known’.

		Gender at time of death

		☐ Female

☐ Male

☐ Other

☐ Not known



		If other, provide further information

		Click or tap here to enter text.







		Did the person identify as transgender at the time of death?

		☐ Yes

☐ No

☐ Not known/person did not wish to disclose







		Sexual orientation

		☐ Bisexual

☐ Gay or lesbian

☐ Heterosexual/straight

☐ Other

☐ Not known



		If other, provide further information

		Click or tap here to enter text.







		Religion or belief

		☐ Atheist or no religion

☐ Buddhist

☐ Christian (including Church of England, Catholic, Protestant and all other Christian denominations)

☐ Hindu

☐ Jewish

☐ Muslim

☐ Sikh

☐ Any other religion

☐ Not known



		If other, provide further information

		Click or tap here to enter text.





Ethnic group

		Asian or Asian British

		☐ Bangladeshi

☐ Chinese

☐ Indian

☐ Pakistani

☐ Any other Asian background, describe



		Black, Black British, Caribbean or African

		☐ African background, describe

☐ Caribbean

☐ Any other Black, Black British or Caribbean background, describe



		Mixed or multiple ethnic groups

		☐ White and Asian

☐ White and Black African

☐ White and Black Caribbean

☐ Any other mixed or multiple background, describe



		White

		☐ British - English, Welsh, Scottish or Northern Irish

☐ Irish

☐ Gypsy or Irish Traveller

☐ Roma

☐ Any other white background, describe



		Other ethnic group

		☐ Arab

☐ Any other ethnic group, describe



		For any other ethnic group, provide further information

		Click or tap here to enter text.



		Or, if the person’s ethnic group is not known:

		☐ Not known





Disability, impairment or long-term health condition

Did the person have any of the following impairments, disabilities or long-term health conditions?

		Sight impairment (blindness or partial sight)

		☐ Yes

☐ No

☐ Not known



		Hearing impairment (deafness or partial hearing)

		☐ Yes

☐ No

☐ Not known



		Speech impairment

		☐ Yes

☐ No

☐ Not known



		Mobility or gross motor skills impairment (such as using large muscles of body in legs, torso or arms, for activities such as walking or sitting).

This can include balance, strength or coordination.

		☐ Yes

☐ No

☐ Not known



		Manual dexterity impairment (fine motor skills - such as holding cutlery or using a keyboard)

		☐ Yes

☐ No

☐ Not known



		Learning disability (such as ability to concentrate, learn or understand)

		☐ Yes

☐ No

☐ Not known



		Autistic spectrum conditions

		☐ Yes

☐ No

☐ Not known



		Other neurodiverse impairment (such as ADHD, dyspraxia or dyslexia)

		☐ Yes

☐ No

☐ Not known



		Memory loss (for example people with dementia)

If memory issues are associated with a learning disability, select ‘Learning disability’ instead.

		☐ Yes

☐ No

☐ Not known



		Mental ill health

		☐ Yes

☐ No

☐ Not known



		Stamina problems, breathing impairment or fatigue

		☐ Yes

☐ No

☐ Not known



		Progressive and long-term health conditions (such as HIV, cancer, multiple sclerosis, epilepsy)

		☐ Yes

☐ No

☐ Not known



		Other impairment, disability or long-term health condition

		☐ Yes

☐ No

☐ Not known





If ‘other impairment, disability or long-term health condition’, provide further information

		Click or tap here to enter text.







Section 3: About the death

3.1 Cause, time and place of death

		*Is the certified cause of death known?

		☐ Yes

☐ No



		Cause of death (where known)



		Click or tap here to enter text.



		[bookmark: _Hlk47534185]*Date of death

		Click or tap to enter a date.

		*Time of death
(use 24 hour clock, hh:mm)

		Click or tap here to enter text.





[bookmark: _Hlk47700423]

		*Where did the person die?

		☐ The location at 1.2, above

☐ Their own home

☐ Hospital

☐ Hospice

☐ Ambulance

☐ Other



		If other, where?

		Click or tap here to enter text.







		*Did the person die as a result of coronavirus?

		☐ Yes, confirmed

☐ Yes, suspected

☐ No





3.2 Circumstances prior to the death

		*Did the person die within 30 days of surgery?

		☐ Yes

☐ No



		If yes, what was the surgical procedure?

		Click or tap here to enter text.



		And where was the surgery carried out?

		Click or tap here to enter text.







		*Did the person die during or within 30 days of the use of restraint?

		☐ Yes

☐ No

☐ Not known



		If yes, did the restraint occur at the location at 1.2, above?

		☐ Yes

☐ No

☐ Not known



		And when was restraint last used?

		Click or tap to enter a date.





		[bookmark: _Hlk47534072]*Was the person’s death the expected outcome of an illness or physical condition?

		☐ Yes

☐ No

☐ Not known



		If yes, when was their last medical consultation in relation to the illness or condition?

		Click or tap to enter a date.

		And were they receiving appropriate care and treatment?

		☐ Yes

☐ No - provide more details in section 3.4

☐ Not known







		*Is the death subject to a formal investigation? For example, by the police, coroner, Health and Safety Executive, or local authority environmental health department.

		☐ Yes

☐ No

☐ Not known







		*Are you notifying a death that occurred within 12 months of a termination of pregnancy (regulation 20)?

		☐ Yes - provide more details in section 3.4

☐ No 

☐ Not known





3.3 Unexpected deaths

If this was not an unexpected death, go to section 3.4

Details of the last individual involved in providing care to the person who died

		Unique identifier

		Click or tap here to enter text.



		Job title

		Click or tap here to enter text.



		Was the person employed by the provider shown in section 1.1?

		☐ Yes

☐ No



		If no, who is their employer?

		Click or tap here to enter text.







Medicines

		Are there any concerns relating to the use of medicines?

		☐ Yes

☐ No



		If yes, do the concerns relate to a drug error?

		☐ Yes

☐ No



		If there were concerns about a drug error, how did the person die?

		☐ Drug overdose

☐ Drug underdose

☐ Drug not available

☐ Missed dose

☐ Wrong drug given

☐ Other drug error



		If other, what type of drug error?

		Click or tap here to enter text.







Medical devices

		Are there any concerns relating to the use of medical devices?

		☐ Yes - provide more details in section 3.4

☐ No





*3.4 Circumstances around the death

Provide complete details of:

· the circumstances leading up to the death of the person

· the death of the person and how they died

· who was present when the person died

· when the person was last seen by the provider or a member of staff and in what circumstances

· any recent risk assessments carried out for this person.

Provide details of any notifications submitted about this person in the last three months because of:

· a serious incident

· police involvement

· an allegation of abuse.

		Provide any other information you think is relevant that is not already covered in this form.:



Ensure the following framework from CQC is followed and all information is captured on the form:



1. The suspected cause of death

1. Confirmation of any medically assisted treatment received

1. Details of treatment including any recent changes to prescribing regime / dose

1. Frequency of contact including date last seen by the service 

1. Brief description of recent engagement and interventions

1. If the person a) had a risk assessment, b) date risk assessment last updated, c) if the risk assessment identified risks related to the suspected cause of death and d) if the risk assessment had identified need for harm reduction advice and if this had been offered.

1. If the person a) had a treatment/care plan, b) date care plan last updated, c) if the recovery plan included details of prescribed medication and d) if the person was stable on the prescribing regime and e) date of last medical review (including details)

1. Details of any physical or mental health concerns

1. Confirmation if service is investigating the death

1. Details of other services involved with the person’s care











Section 4: Duty of candour

		*Is this a notifiable safety incident under the ‘duty of candour’ (Regulation 20 of the Regulated Activities Regulations 2014)?

		☐ Yes

☐ No



		If yes, have you notified the ‘relevant person’ about this incident?

		☐ Yes

☐ No







If you have not notified the ‘relevant person’, what are your plans for doing so?

		Click or tap here to enter text.



























		INVESTGATION (Part 1)



		Customer Information:
Personal details

		Full name

		



		

		D.O.B

		



		

		Age

		



		

		Address

		House number/Street

		



		

		

		Town

		



		

		

		Postcode

		



		

		NHS number

		



		

		GP details

		Name

		



		

		

		Address

		



		Other services involved:
I.e., Probation Adult Social care, etc.

		



		How were we notified about the death?

		



		Immediate actions taken

		



		Please state

		Chronic disease

		



		

		Overdose

		



		

		Care concerns

		



		

		Alcohol

		



		

		Opiates

		



		Any initial internal concerns:
Processes, behaviours, etc.

		



		Key worker:

		Full name

		



		Completed by:

		Full name

		

		Date

		







		ACTION NOW REQUIRED



		1. Submit report SECURELY to Service Manager for information, AND

1. If Delphi, Acorn, Care, Enterprise & Gateway - Submit to Governance & Assurance (syncoragovernance@calico.org.uk)
If SafeNet – Submit to Health & Safety







		INVESTIGATION (Part 2)



		Completed by:

		Full name

		

		Date

		



		FAO the investigating manager: Please ensure the keyworker summary section below is completed by all relevant staff members is included when you return the completed investigation.



		Keyworker summary of customer engagement and reflection on care given:
This section should be completed by all staff members that had a significant contribution to the care of the customer.

Points to include:
. What were the customer’s goals and how did we support to achieve these?
. Last meeting/contact with customer – include brief details

. A summary of your experience/relationship with the customer

		



		Commencement in service:
(Date/Reason)

		



		Brief report on involvement with Service including DNA:

		



		Other Agencies involved:
(Has there been adequate liaison)

		



		Customer goals: 
(What were they/how were they supported to achieve them)

		



		Date & details of last seen/last meaningful intervention

		



		If relevant, last prescriber review date and plan

		



		Risk information: 
(What were the most recent risks &how were they managed? Was risk info relevant/in date?)

		



		If relevant, prescribed medication from service including history: 
(Medication/dose/ supervised/unsupervised)

		



		Was collection regime changed due to COVID restrictions?:
(If Yes –what it was before, what has it been changed to, and info re assessment of return to pre-covid arrangements)

		



		GP summary/history including prescribed medication

		



		Information Held Regarding Physical Health

		



		Information Held Regarding Mental Health: 
(Was this taken into consideration in the care plan?)

		



		Any internal concerns identified

		



		Chronology of Care:

Appropriate customer database entries for past 12 months 

Do not just copy and paste all entries.

Any other key information

Tell the patient’s story

		



		Critical analysis of Care Chronology:

1.Presenting concerns managed?

2.Harm minimisation advice?

3.Recovery planning evident?

4.Risk management evident?

5.Prescribing appropriate?

6.Engagement  

7.Use of DNA and outreach

8.Complexity

9.Record keeping      

		







		GOOD PRACTICE



		What was done well/can be used as best practice.

Consider the following:

. Customer factors 

. Staff 

. Task

. Communication

. Equipment 

. Work environment 

. Organisational 

. Education and training 

. Team

. Record Keeping

. Multi-agency working

		



		LESSONS TO LEARN



		Upon reflection what could/ should have been done differently as a result of this incident.

Consider the following:
. Patient factors 

. Staff 

. Task

. Communication
. Equipment 

. Work environment 

. Organisational 

. Education and training 

. Team

		



		RECOMMENDATIONS



		What practical steps can be taken to improve our service and prevent future occurrences e.g. change to process, training etc.



		1: Action(s) to be taken

		



		To be completed by

		



		Date completed

		



		1: Action(s) to be taken

		



		To be completed by 

		



		Date completed

		



		3: Action(s) to be taken

		



		To be completed by

		



		Date completed

		







		Has feedback been given to the key worker/team?

		



		Signature

		

		Date

		







		ACTION NOW REQUIRED



		1. Submit report SECURELY to Service Manager for information, AND

1. if Delphi, Acorn, Care, Enterprise & Gateway - Submit to Governance & Assurance who will submit the finished report to CQC (if required) and H&S.
If SafeNet – Submit straight to Health & Safety.
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009


Incidents reported to or investigated by the police
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about an incident reported to or investigated by the police

Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications, available on our website: www.cqc.org.uk, 

You must provide information in the mandatory sections (marked*). Please also provide all other requested information, and enter dates in the format dd/mm/yyyy.

Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Please email your completed form to: HSCA_notifications@cqc.org.uk 

1.  The provider*

		Provider:

		Delphi Medical Ltd



		CQC provider number:

		1-2448282802



		Form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.  Where the incident affects just one location

		Location name and address:

		The Pavilion


Ashton Road


Lancaster




		Location postcode:

		LA1 5AZ



		CQC location number:

		1-3216708905



		Regulated activity(ies):

		     





3.  Where the incident affects activities carried on at more than one location

		The incident affects all locations where activities are carried on

		 FORMCHECKBOX 


		



		The incident affects some locations where activities are carried on

		 FORMCHECKBOX 


		



		Please list the affected locations and their CQC location numbers in section 6





4.  Where the incident involved a person who uses the service

		Unique identifier

		Date began to use service

		Their age range

		Please choose age range from:


stillborn; <1;  1–4;   5–11;    12–15;   16–17;   18–24;    25–34;    35–44;    45–54;   55–64;   65–74;    75–84;    85+



		     

		     

		 FORMDROPDOWN 


		





5.  The incident that was reported to or investigated by the police*

		A person who uses the service is / went missing

		 FORMCHECKBOX 


		



		Date and time person noticed as missing:

		     



		Where relevant, date and time person returned:

		     



		An assault on a person who uses the service

		 FORMCHECKBOX 


		



		Criminal damage to property belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Theft of property or money belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Another kind of incident

		 FORMCHECKBOX 


		



		Date of the incident:

		     



		Please describe the incident:



		





6.  Any other relevant information


		     



		Please tell us what you have so far done about the incident


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

7.  Where the incident involved a person who uses the service

Funding (this item for non-NHS services only)


		Self funded

		 FORMCHECKBOX 


		PCT (whole or part)

		 FORMCHECKBOX 


		Local authority (whole or part)

		 FORMCHECKBOX 


		



		Name of PCT/LA

		     





Gender


		Male

		 FORMCHECKBOX 


		Female

		 FORMCHECKBOX 


		



		Not specified

		 FORMCHECKBOX 


		





Ethnicity


		White



		British

		 FORMCHECKBOX 


		Irish

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Mixed



		White / Black Caribbean

		 FORMCHECKBOX 


		White / Black African

		 FORMCHECKBOX 


		



		White / Asian

		 FORMCHECKBOX 


		Other mixed background

		 FORMCHECKBOX 


		



		Asian



		Indian

		 FORMCHECKBOX 


		Pakistani

		 FORMCHECKBOX 


		



		Bangladeshi

		 FORMCHECKBOX 


		Other Asian background

		 FORMCHECKBOX 


		



		Black or Black British



		Caribbean

		 FORMCHECKBOX 


		African

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Chinese

		 FORMCHECKBOX 


		



		Other



		Other

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		





Disability


		Physical

		 FORMCHECKBOX 


		Learning

		 FORMCHECKBOX 


		



		Sensory

		 FORMCHECKBOX 


		





Mental health difficulties


		Please tick/check here if the person has mental health difficulties

		 FORMCHECKBOX 


		





Religion/belief


		Baha’i

		 FORMCHECKBOX 


		Buddhist

		 FORMCHECKBOX 


		



		Christian

		 FORMCHECKBOX 


		Hindu

		 FORMCHECKBOX 


		



		Jain

		 FORMCHECKBOX 


		Jewish

		 FORMCHECKBOX 


		



		Muslim

		 FORMCHECKBOX 


		None

		 FORMCHECKBOX 


		



		Pagan

		 FORMCHECKBOX 


		Sikh

		 FORMCHECKBOX 


		



		Zoroastrian

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		



		Other

		     





Sexual identity


		Heterosexual/Straight

		 FORMCHECKBOX 


		Gay or Lesbian

		 FORMCHECKBOX 


		



		Bisexual

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		



		Unknown

		 FORMCHECKBOX 


		





Please email the completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009


Incidents reported to or investigated by the police
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about an incident reported to or investigated by the police

Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications, available on our website: www.cqc.org.uk, 

You must provide information in the mandatory sections (marked*). Please also provide all other requested information, and enter dates in the format dd/mm/yyyy.

Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Please email your completed form to: HSCA_notifications@cqc.org.uk 

1.  The provider*

		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841



		Form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.  Where the incident affects just one location

		Location name and address:

		Horizon Drug and Alcohol Recovery


102 Dickson Road , Blackpool




		Location postcode:

		FY1 2BU



		CQC location number:

		1-3643002936



		Regulated activity(ies):

		     





3.  Where the incident affects activities carried on at more than one location

		The incident affects all locations where activities are carried on

		 FORMCHECKBOX 


		



		The incident affects some locations where activities are carried on

		 FORMCHECKBOX 


		



		Please list the affected locations and their CQC location numbers in section 6





4.  Where the incident involved a person who uses the service

		Unique identifier

		Date began to use service

		Their age range

		Please choose age range from:


stillborn; <1;  1–4;   5–11;    12–15;   16–17;   18–24;    25–34;    35–44;    45–54;   55–64;   65–74;    75–84;    85+



		     

		     

		 FORMDROPDOWN 


		





5.  The incident that was reported to or investigated by the police*

		A person who uses the service is / went missing

		 FORMCHECKBOX 


		



		Date and time person noticed as missing:

		     



		Where relevant, date and time person returned:

		     



		An assault on a person who uses the service

		 FORMCHECKBOX 


		



		Criminal damage to property belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Theft of property or money belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Another kind of incident

		 FORMCHECKBOX 


		



		Date of the incident:

		     



		Please describe the incident:



		





6.  Any other relevant information


		     



		Please tell us what you have so far done about the incident


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

7.  Where the incident involved a person who uses the service

Funding (this item for non-NHS services only)


		Self funded

		 FORMCHECKBOX 


		PCT (whole or part)

		 FORMCHECKBOX 


		Local authority (whole or part)

		 FORMCHECKBOX 


		



		Name of PCT/LA

		     





Gender


		Male

		 FORMCHECKBOX 


		Female

		 FORMCHECKBOX 


		



		Not specified

		 FORMCHECKBOX 


		





Ethnicity


		White



		British

		 FORMCHECKBOX 


		Irish

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Mixed



		White / Black Caribbean

		 FORMCHECKBOX 


		White / Black African

		 FORMCHECKBOX 


		



		White / Asian

		 FORMCHECKBOX 


		Other mixed background

		 FORMCHECKBOX 


		



		Asian



		Indian

		 FORMCHECKBOX 


		Pakistani

		 FORMCHECKBOX 


		



		Bangladeshi

		 FORMCHECKBOX 


		Other Asian background

		 FORMCHECKBOX 


		



		Black or Black British



		Caribbean

		 FORMCHECKBOX 


		African

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Chinese

		 FORMCHECKBOX 


		



		Other



		Other

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		





Disability


		Physical

		 FORMCHECKBOX 


		Learning

		 FORMCHECKBOX 


		



		Sensory

		 FORMCHECKBOX 


		





Mental health difficulties


		Please tick/check here if the person has mental health difficulties

		 FORMCHECKBOX 


		





Religion/belief


		Baha’i

		 FORMCHECKBOX 


		Buddhist

		 FORMCHECKBOX 


		



		Christian

		 FORMCHECKBOX 


		Hindu

		 FORMCHECKBOX 


		



		Jain

		 FORMCHECKBOX 


		Jewish

		 FORMCHECKBOX 


		



		Muslim

		 FORMCHECKBOX 


		None

		 FORMCHECKBOX 


		



		Pagan

		 FORMCHECKBOX 


		Sikh

		 FORMCHECKBOX 


		



		Zoroastrian

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		



		Other

		     





Sexual identity


		Heterosexual/Straight

		 FORMCHECKBOX 


		Gay or Lesbian

		 FORMCHECKBOX 


		



		Bisexual

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		



		Unknown

		 FORMCHECKBOX 


		





Please email the completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009


Incidents reported to or investigated by the police
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about an incident reported to or investigated by the police

Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications, available on our website: www.cqc.org.uk, 

You must provide information in the mandatory sections (marked*). Please also provide all other requested information, and enter dates in the format dd/mm/yyyy.

Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Please email your completed form to: HSCA_notifications@cqc.org.uk 

1.  The provider*

		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841



		Form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.  Where the incident affects just one location

		Location name and address:

		Horizon Drug and Alcohol Recovery


Winstone House, 199 Church Street


Blackpool




		Location postcode:

		FY1 2BU



		CQC location number:

		1-3643002983



		Regulated activity(ies):

		     





3.  Where the incident affects activities carried on at more than one location

		The incident affects all locations where activities are carried on

		 FORMCHECKBOX 


		



		The incident affects some locations where activities are carried on

		 FORMCHECKBOX 


		



		Please list the affected locations and their CQC location numbers in section 6





4.  Where the incident involved a person who uses the service

		Unique identifier

		Date began to use service

		Their age range

		Please choose age range from:


stillborn; <1;  1–4;   5–11;    12–15;   16–17;   18–24;    25–34;    35–44;    45–54;   55–64;   65–74;    75–84;    85+



		     

		     

		 FORMDROPDOWN 


		





5.  The incident that was reported to or investigated by the police*

		A person who uses the service is / went missing

		 FORMCHECKBOX 


		



		Date and time person noticed as missing:

		     



		Where relevant, date and time person returned:

		     



		An assault on a person who uses the service

		 FORMCHECKBOX 


		



		Criminal damage to property belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Theft of property or money belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Another kind of incident

		 FORMCHECKBOX 


		



		Date of the incident:

		     



		Please describe the incident:



		





6.  Any other relevant information


		     



		Please tell us what you have so far done about the incident


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

7.  Where the incident involved a person who uses the service

Funding (this item for non-NHS services only)


		Self funded

		 FORMCHECKBOX 


		PCT (whole or part)

		 FORMCHECKBOX 


		Local authority (whole or part)

		 FORMCHECKBOX 


		



		Name of PCT/LA

		     





Gender


		Male

		 FORMCHECKBOX 


		Female

		 FORMCHECKBOX 


		



		Not specified

		 FORMCHECKBOX 


		





Ethnicity


		White



		British

		 FORMCHECKBOX 


		Irish

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Mixed



		White / Black Caribbean

		 FORMCHECKBOX 


		White / Black African

		 FORMCHECKBOX 


		



		White / Asian

		 FORMCHECKBOX 


		Other mixed background

		 FORMCHECKBOX 


		



		Asian



		Indian

		 FORMCHECKBOX 


		Pakistani

		 FORMCHECKBOX 


		



		Bangladeshi

		 FORMCHECKBOX 


		Other Asian background

		 FORMCHECKBOX 


		



		Black or Black British



		Caribbean

		 FORMCHECKBOX 


		African

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Chinese

		 FORMCHECKBOX 


		



		Other



		Other

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		





Disability


		Physical

		 FORMCHECKBOX 


		Learning

		 FORMCHECKBOX 


		



		Sensory

		 FORMCHECKBOX 


		





Mental health difficulties


		Please tick/check here if the person has mental health difficulties

		 FORMCHECKBOX 


		





Religion/belief


		Baha’i

		 FORMCHECKBOX 


		Buddhist

		 FORMCHECKBOX 


		



		Christian

		 FORMCHECKBOX 


		Hindu

		 FORMCHECKBOX 


		



		Jain

		 FORMCHECKBOX 


		Jewish

		 FORMCHECKBOX 


		



		Muslim

		 FORMCHECKBOX 


		None

		 FORMCHECKBOX 


		



		Pagan

		 FORMCHECKBOX 


		Sikh

		 FORMCHECKBOX 


		



		Zoroastrian

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		



		Other

		     





Sexual identity


		Heterosexual/Straight

		 FORMCHECKBOX 


		Gay or Lesbian

		 FORMCHECKBOX 


		



		Bisexual

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		



		Unknown

		 FORMCHECKBOX 


		





Please email the completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009


Incidents reported to or investigated by the police
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about an incident reported to or investigated by the police

Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications, available on our website: www.cqc.org.uk, 

You must provide information in the mandatory sections (marked*). Please also provide all other requested information, and enter dates in the format dd/mm/yyyy.

Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Please email your completed form to: HSCA_notifications@cqc.org.uk 

1.  The provider*

		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841



		Form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.  Where the incident affects just one location

		Location name and address:

		Delphi Drug and Alcohol Recovery


1 Southall Street


Manchester


Greater Manchester 




		Location postcode:

		M60 9AH



		CQC location number:

		1-2896505885



		Regulated activity(ies):

		     





3.  Where the incident affects activities carried on at more than one location

		The incident affects all locations where activities are carried on

		 FORMCHECKBOX 


		



		The incident affects some locations where activities are carried on

		 FORMCHECKBOX 


		



		Please list the affected locations and their CQC location numbers in section 6





4.  Where the incident involved a person who uses the service

		Unique identifier

		Date began to use service

		Their age range

		Please choose age range from:


stillborn; <1;  1–4;   5–11;    12–15;   16–17;   18–24;    25–34;    35–44;    45–54;   55–64;   65–74;    75–84;    85+



		     

		     

		 FORMDROPDOWN 


		





5.  The incident that was reported to or investigated by the police*

		A person who uses the service is / went missing

		 FORMCHECKBOX 


		



		Date and time person noticed as missing:

		     



		Where relevant, date and time person returned:

		     



		An assault on a person who uses the service

		 FORMCHECKBOX 


		



		Criminal damage to property belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Theft of property or money belonging to a person who uses the service

		 FORMCHECKBOX 


		



		Another kind of incident

		 FORMCHECKBOX 


		



		Date of the incident:

		     



		Please describe the incident:



		





6.  Any other relevant information


		     



		Please tell us what you have so far done about the incident


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

7.  Where the incident involved a person who uses the service

Funding (this item for non-NHS services only)


		Self funded

		 FORMCHECKBOX 


		PCT (whole or part)

		 FORMCHECKBOX 


		Local authority (whole or part)

		 FORMCHECKBOX 


		



		Name of PCT/LA

		     





Gender


		Male

		 FORMCHECKBOX 


		Female

		 FORMCHECKBOX 


		



		Not specified

		 FORMCHECKBOX 


		





Ethnicity


		White



		British

		 FORMCHECKBOX 


		Irish

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Mixed



		White / Black Caribbean

		 FORMCHECKBOX 


		White / Black African

		 FORMCHECKBOX 


		



		White / Asian

		 FORMCHECKBOX 


		Other mixed background

		 FORMCHECKBOX 


		



		Asian



		Indian

		 FORMCHECKBOX 


		Pakistani

		 FORMCHECKBOX 


		



		Bangladeshi

		 FORMCHECKBOX 


		Other Asian background

		 FORMCHECKBOX 


		



		Black or Black British



		Caribbean

		 FORMCHECKBOX 


		African

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		Chinese

		 FORMCHECKBOX 


		



		Other



		Other

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		





Disability


		Physical

		 FORMCHECKBOX 


		Learning

		 FORMCHECKBOX 


		



		Sensory

		 FORMCHECKBOX 


		





Mental health difficulties


		Please tick/check here if the person has mental health difficulties

		 FORMCHECKBOX 


		





Religion/belief


		Baha’i

		 FORMCHECKBOX 


		Buddhist

		 FORMCHECKBOX 


		



		Christian

		 FORMCHECKBOX 


		Hindu

		 FORMCHECKBOX 


		



		Jain

		 FORMCHECKBOX 


		Jewish

		 FORMCHECKBOX 


		



		Muslim

		 FORMCHECKBOX 


		None

		 FORMCHECKBOX 


		



		Pagan

		 FORMCHECKBOX 


		Sikh

		 FORMCHECKBOX 


		



		Zoroastrian

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		



		Other

		     





Sexual identity


		Heterosexual/Straight

		 FORMCHECKBOX 


		Gay or Lesbian

		 FORMCHECKBOX 


		



		Bisexual

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		



		Unknown

		 FORMCHECKBOX 


		





Please email the completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009

Abuse or allegations of abuse concerning a person who uses the service
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about abuse or alleged abuse concerning


a person or persons (child or adult) who use the service


Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications.

This guidance is available at www.cqc.org.uk. 

This form can be used to notify us of abuse or alleged abuse where people using the service are victims, perpetrators or both. You must provide information in the mandatory sections (marked*). Please also provide all other requested information.


If there are more than two victims or abusers please fill in sections 12 to 22. Do not submit sections 12 to 22 unless they have been filled in.

If there are more than four victims or abusers please make additional copies of sections 12 to 22 as needed, fill them in, and submit the copies to us.


Annexe 1 provides guidance on filling in sections 3, 5, 6, (and 14, 16 and 17); please do not send this back with the notification.


Please enter dates in the format dd/mm/yyyy. 


Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return your completed form to: HSCA_notifications@cqc.org.uk 

1.
The provider and location(s)*


		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841







		Location name and address:




		The Calico Group - St Johns Court


St Johns Court

Ainsworth

Blackburn




		Postcode:

		BB1 6AR



		CQC location number:

		     



		OR: This notification affects all the provider’s locations

		 FORMCHECKBOX 


		



		This form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.
Applicable regulated activity:*


Which of the regulated activities you provide was most significant and relevant to this notification?

		     





3.
The allegation:*


This notification is about:


		A specific allegation(s) or event(s)

		 FORMCHECKBOX 


		



		A general concern about abuse affecting all of your locations

		 FORMCHECKBOX 


		





4.
Where this notification is about a specific allegation(s) or event(s) (ONLY)

		How many victims/alleged victims were there?

		



		How many abusers/alleged abusers were there?

		





		

		Victim 1

		Victim2

		

		Abuser1

		Abuser2



		Unique identifier/code

		

		

		

		

		





There is space on page xx below to record information about additional victims and abusers


5.
Management of the allegation

		Date registered person informed:

		     



		Who made the registered person aware of the abuse?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify

		     



		What is the informant’s relationship to the victim(s)?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify (see annexe 1):

		     



		Provide an identifier or code for the informant:

		



		Has the local safeguarding authority been informed?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Name of local authority:

		     





6.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim 1

		Victim 2



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






7.
The victims of abuse or alleged abuse

		Information

		Victim 1

		Victim 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






8.
The abuser(s) or alleged abuser(s)

		Information

		Abuser 1

		Abuser 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





9.
The abuser’s or alleged abuser’s relationship to the victim


		Select all that apply

		Abuser 1

		Abuser 2



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






10.
Immediate action taken


		Select all that apply

		Victim 1

		Victim 2

		

		Abuser 1

		Abuser 2



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken):

		     



		Victim 2 (other actions taken):

		     





		Abuser 1 (other actions taken):

		     



		Abuser 2 (other actions taken):

		     





11.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






12.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






13.
Additional relevant information

		Please provide complete details of what has happened and how the person has been harmed.


Was it known that the person was at risk of this type of harm?  If YES:


· Was there a protection plan in place?


· Risk assessment.


· Increased ratio of staff.


· Door sensor.


· Input from external professionals.


Ensure you consider and include all relevant information relating to the abuse and who has caused it.


Tell us the immediate actions taken by yourself to protect the person.


Tell us the immediate action taken by yourself if member(s) of staff are involved in what has happened.


Describe what you have done to mitigate further harm to the person and/or others.


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

Information about additional victims or abusers/alleged victims or abusers


Please only copy/fill in and send these extra sections if there were more than two abusers/alleged abusers or victims/alleged victims.


14.
Please provide a unique identifier/code for each person

		

		Victim no.

		t

		Victim no.

		  

		

		Abuser no.

		  

		Abuser no.

		  



		Unique identifier

		

		

		

		

		





15.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim number:

		  

		Victim number:

		  



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






16.
The victims of abuse

		Information

		Victim number:

		  

		Victim number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity; (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






17.
The abuser(s) or alleged abuser(s)

		Information

		Abuser number:

		  

		Abuser number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





18.
Alleged abuser’s relationship to the victim


		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






19. 
Immediate action following the allegation (tick all that apply)


		Select all that apply

		Victim no:

		Victim no:

		

		Abuser no:

		Abuser no:



		

		  

		  

		

		  

		  



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken)

		     



		Victim 2 (other actions taken)

		     



		Abuser 1 (other actions taken)

		     



		Abuser 2 (other actions taken)

		     





20.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		Select all that apply

		Victim number:

		  

		Victim number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






21.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






Please email your completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank


		





Annexe 1: Guidance on options to be used when filling in this form


This guidance is to help you fill in the form - please don’t send it back with the completed form.

Management of the allegation - Section 3 (and 13)


Who made the registered person aware of the alleged abuse?

		Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public


Police

		Formal advocate


Healthcare professional


CQC inspector/assessor


No-one else


Carer


Local authority


NHS body


Other, please specify





What is their relationship to the victim?


		None


Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public

		Police


Formal advocate


Healthcare professional


CQC inspector/assessor


Carer


Local authority


NHS body


Other, please specify





Is this notification about specific allegations(s) or event(s) or is it a general concern about alleged abuse?

If the notification is specific, the victims will be identified below; if it is a general alert, there will be no specific victims.

The victim(s) of abuse or alleged abuse - Section 5 (and 15)


Age groups

		<1


1 – 4


5 – 11


12 – 15


16 – 17


18 – 24


25 – 34

		35 – 44


45 – 54


55 – 64


65 – 74


75 – 84


85+





Funding method:


Self funded


PCT (whole or part)


Local authority (whole or part)


NHS service

Ethnicity:


		White: British


White: Irish


White Other


Mixed: White/Black Caribbean


Mixed: White/Black African


Mixed: White/Asian


Mixed: other mixed background


Black or Black British: Caribbean


Black or Black British: African


Black or Black British: Other

		Asian: Indian


Asian: Pakistani


Asian: Bangladeshi


Asian: Other Asian background


Chinese


Other – Other


Other – Unknown





Religion/belief:


		Baha’i


Buddhist


Christian


Hindu


Jain


Jewish

		Muslim


Pagan


Sikh


Zoroastrian


None


Other





Sexual identity:

Heterosexual/Straight


Gay or Lesbian


Bisexual


Other


Unknown


The alleged abuser(s) - Section 6 (and 16)


(Please use same options as section 5 (and 15) above.)
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009

Abuse or allegations of abuse concerning a person who uses the service
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about abuse or alleged abuse concerning


a person or persons (child or adult) who use the service


Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications.

This guidance is available at www.cqc.org.uk. 

This form can be used to notify us of abuse or alleged abuse where people using the service are victims, perpetrators or both. You must provide information in the mandatory sections (marked*). Please also provide all other requested information.


If there are more than two victims or abusers please fill in sections 12 to 22. Do not submit sections 12 to 22 unless they have been filled in.

If there are more than four victims or abusers please make additional copies of sections 12 to 22 as needed, fill them in, and submit the copies to us.


Annexe 1 provides guidance on filling in sections 3, 5, 6, (and 14, 16 and 17); please do not send this back with the notification.


Please enter dates in the format dd/mm/yyyy. 


Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return your completed form to: HSCA_notifications@cqc.org.uk 

1.
The provider and location(s)*


		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841







		Location name and address:




		102 Dickson Road

Blackpool




		Postcode:

		FY1 2BU



		CQC location number:

		1-3643002936



		OR: This notification affects all the provider’s locations

		 FORMCHECKBOX 


		



		This form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.
Applicable regulated activity:*


Which of the regulated activities you provide was most significant and relevant to this notification?

		     





3.
The allegation:*


This notification is about:


		A specific allegation(s) or event(s)

		 FORMCHECKBOX 


		



		A general concern about abuse affecting all of your locations

		 FORMCHECKBOX 


		





4.
Where this notification is about a specific allegation(s) or event(s) (ONLY)

		How many victims/alleged victims were there?

		



		How many abusers/alleged abusers were there?

		





		

		Victim 1

		Victim2

		

		Abuser1

		Abuser2



		Unique identifier/code

		

		

		

		

		





There is space on page xx below to record information about additional victims and abusers


5.
Management of the allegation

		Date registered person informed:

		     



		Who made the registered person aware of the abuse?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify

		     



		What is the informant’s relationship to the victim(s)?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify (see annexe 1):

		     



		Provide an identifier or code for the informant:

		



		Has the local safeguarding authority been informed?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Name of local authority:

		     





6.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim 1

		Victim 2



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






7.
The victims of abuse or alleged abuse

		Information

		Victim 1

		Victim 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






8.
The abuser(s) or alleged abuser(s)

		Information

		Abuser 1

		Abuser 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





9.
The abuser’s or alleged abuser’s relationship to the victim


		Select all that apply

		Abuser 1

		Abuser 2



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






10.
Immediate action taken


		Select all that apply

		Victim 1

		Victim 2

		

		Abuser 1

		Abuser 2



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken):

		     



		Victim 2 (other actions taken):

		     





		Abuser 1 (other actions taken):

		     



		Abuser 2 (other actions taken):

		     





11.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






12.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






13.
Additional relevant information

		Please provide complete details of what has happened and how the person has been harmed.


Was it known that the person was at risk of this type of harm?  If YES:


· Was there a protection plan in place?


· Risk assessment.


· Increased ratio of staff.


· Door sensor.


· Input from external professionals.


Ensure you consider and include all relevant information relating to the abuse and who has caused it.


Tell us the immediate actions taken by yourself to protect the person.


Tell us the immediate action taken by yourself if member(s) of staff are involved in what has happened.


Describe what you have done to mitigate further harm to the person and/or others.


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

Information about additional victims or abusers/alleged victims or abusers


Please only copy/fill in and send these extra sections if there were more than two abusers/alleged abusers or victims/alleged victims.


14.
Please provide a unique identifier/code for each person

		

		Victim no.

		t

		Victim no.

		  

		

		Abuser no.

		  

		Abuser no.

		  



		Unique identifier

		

		

		

		

		





15.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim number:

		  

		Victim number:

		  



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






16.
The victims of abuse

		Information

		Victim number:

		  

		Victim number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity; (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






17.
The abuser(s) or alleged abuser(s)

		Information

		Abuser number:

		  

		Abuser number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





18.
Alleged abuser’s relationship to the victim


		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






19. 
Immediate action following the allegation (tick all that apply)


		Select all that apply

		Victim no:

		Victim no:

		

		Abuser no:

		Abuser no:



		

		  

		  

		

		  

		  



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken)

		     



		Victim 2 (other actions taken)

		     



		Abuser 1 (other actions taken)

		     



		Abuser 2 (other actions taken)

		     





20.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		Select all that apply

		Victim number:

		  

		Victim number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






21.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






Please email your completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank


		





Annexe 1: Guidance on options to be used when filling in this form


This guidance is to help you fill in the form - please don’t send it back with the completed form.

Management of the allegation - Section 3 (and 13)


Who made the registered person aware of the alleged abuse?

		Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public


Police

		Formal advocate


Healthcare professional


CQC inspector/assessor


No-one else


Carer


Local authority


NHS body


Other, please specify





What is their relationship to the victim?


		None


Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public

		Police


Formal advocate


Healthcare professional


CQC inspector/assessor


Carer


Local authority


NHS body


Other, please specify





Is this notification about specific allegations(s) or event(s) or is it a general concern about alleged abuse?

If the notification is specific, the victims will be identified below; if it is a general alert, there will be no specific victims.

The victim(s) of abuse or alleged abuse - Section 5 (and 15)


Age groups

		<1


1 – 4


5 – 11


12 – 15


16 – 17


18 – 24


25 – 34

		35 – 44


45 – 54


55 – 64


65 – 74


75 – 84


85+





Funding method:


Self funded


PCT (whole or part)


Local authority (whole or part)


NHS service

Ethnicity:


		White: British


White: Irish


White Other


Mixed: White/Black Caribbean


Mixed: White/Black African


Mixed: White/Asian


Mixed: other mixed background


Black or Black British: Caribbean


Black or Black British: African


Black or Black British: Other

		Asian: Indian


Asian: Pakistani


Asian: Bangladeshi


Asian: Other Asian background


Chinese


Other – Other


Other – Unknown





Religion/belief:


		Baha’i


Buddhist


Christian


Hindu


Jain


Jewish

		Muslim


Pagan


Sikh


Zoroastrian


None


Other





Sexual identity:

Heterosexual/Straight


Gay or Lesbian


Bisexual


Other


Unknown


The alleged abuser(s) - Section 6 (and 16)


(Please use same options as section 5 (and 15) above.)
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009

Abuse or allegations of abuse concerning a person who uses the service
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about abuse or alleged abuse concerning


a person or persons (child or adult) who use the service


Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications.

This guidance is available at www.cqc.org.uk. 

This form can be used to notify us of abuse or alleged abuse where people using the service are victims, perpetrators or both. You must provide information in the mandatory sections (marked*). Please also provide all other requested information.


If there are more than two victims or abusers please fill in sections 12 to 22. Do not submit sections 12 to 22 unless they have been filled in.

If there are more than four victims or abusers please make additional copies of sections 12 to 22 as needed, fill them in, and submit the copies to us.


Annexe 1 provides guidance on filling in sections 3, 5, 6, (and 14, 16 and 17); please do not send this back with the notification.


Please enter dates in the format dd/mm/yyyy. 


Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return your completed form to: HSCA_notifications@cqc.org.uk 

1.
The provider and location(s)*


		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841







		Location name and address:




		Delphi Drug and Alcohol Recovery


1 Southall Street


Manchester


Greater Manchester 




		Postcode:

		M60 9AH



		CQC location number:

		1-2896505885



		OR: This notification affects all the provider’s locations

		 FORMCHECKBOX 


		



		This form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.
Applicable regulated activity:*


Which of the regulated activities you provide was most significant and relevant to this notification?

		     





3.
The allegation:*


This notification is about:


		A specific allegation(s) or event(s)

		 FORMCHECKBOX 


		



		A general concern about abuse affecting all of your locations

		 FORMCHECKBOX 


		





4.
Where this notification is about a specific allegation(s) or event(s) (ONLY)

		How many victims/alleged victims were there?

		



		How many abusers/alleged abusers were there?

		





		

		Victim 1

		Victim2

		

		Abuser1

		Abuser2



		Unique identifier/code

		

		

		

		

		





There is space on page xx below to record information about additional victims and abusers


5.
Management of the allegation

		Date registered person informed:

		     



		Who made the registered person aware of the abuse?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify

		     



		What is the informant’s relationship to the victim(s)?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify (see annexe 1):

		     



		Provide an identifier or code for the informant:

		



		Has the local safeguarding authority been informed?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Name of local authority:

		     





6.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim 1

		Victim 2



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






7.
The victims of abuse or alleged abuse

		Information

		Victim 1

		Victim 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






8.
The abuser(s) or alleged abuser(s)

		Information

		Abuser 1

		Abuser 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





9.
The abuser’s or alleged abuser’s relationship to the victim


		Select all that apply

		Abuser 1

		Abuser 2



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






10.
Immediate action taken


		Select all that apply

		Victim 1

		Victim 2

		

		Abuser 1

		Abuser 2



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken):

		     



		Victim 2 (other actions taken):

		     





		Abuser 1 (other actions taken):

		     



		Abuser 2 (other actions taken):

		     





11.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






12.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






13.
Additional relevant information

		Please provide complete details of what has happened and how the person has been harmed.


Was it known that the person was at risk of this type of harm?  If YES:


· Was there a protection plan in place?


· Risk assessment.


· Increased ratio of staff.


· Door sensor.


· Input from external professionals.


Ensure you consider and include all relevant information relating to the abuse and who has caused it.


Tell us the immediate actions taken by yourself to protect the person.


Tell us the immediate action taken by yourself if member(s) of staff are involved in what has happened.


Describe what you have done to mitigate further harm to the person and/or others.


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

Information about additional victims or abusers/alleged victims or abusers


Please only copy/fill in and send these extra sections if there were more than two abusers/alleged abusers or victims/alleged victims.


14.
Please provide a unique identifier/code for each person

		

		Victim no.

		t

		Victim no.

		  

		

		Abuser no.

		  

		Abuser no.

		  



		Unique identifier

		

		

		

		

		





15.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim number:

		  

		Victim number:

		  



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






16.
The victims of abuse

		Information

		Victim number:

		  

		Victim number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity; (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






17.
The abuser(s) or alleged abuser(s)

		Information

		Abuser number:

		  

		Abuser number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





18.
Alleged abuser’s relationship to the victim


		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






19. 
Immediate action following the allegation (tick all that apply)


		Select all that apply

		Victim no:

		Victim no:

		

		Abuser no:

		Abuser no:



		

		  

		  

		

		  

		  



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken)

		     



		Victim 2 (other actions taken)

		     



		Abuser 1 (other actions taken)

		     



		Abuser 2 (other actions taken)

		     





20.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		Select all that apply

		Victim number:

		  

		Victim number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






21.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






Please email your completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank


		





Annexe 1: Guidance on options to be used when filling in this form


This guidance is to help you fill in the form - please don’t send it back with the completed form.

Management of the allegation - Section 3 (and 13)


Who made the registered person aware of the alleged abuse?

		Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public


Police

		Formal advocate


Healthcare professional


CQC inspector/assessor


No-one else


Carer


Local authority


NHS body


Other, please specify





What is their relationship to the victim?


		None


Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public

		Police


Formal advocate


Healthcare professional


CQC inspector/assessor


Carer


Local authority


NHS body


Other, please specify





Is this notification about specific allegations(s) or event(s) or is it a general concern about alleged abuse?

If the notification is specific, the victims will be identified below; if it is a general alert, there will be no specific victims.

The victim(s) of abuse or alleged abuse - Section 5 (and 15)


Age groups

		<1


1 – 4


5 – 11


12 – 15


16 – 17


18 – 24


25 – 34

		35 – 44


45 – 54


55 – 64


65 – 74


75 – 84


85+





Funding method:


Self funded


PCT (whole or part)


Local authority (whole or part)


NHS service

Ethnicity:


		White: British


White: Irish


White Other


Mixed: White/Black Caribbean


Mixed: White/Black African


Mixed: White/Asian


Mixed: other mixed background


Black or Black British: Caribbean


Black or Black British: African


Black or Black British: Other

		Asian: Indian


Asian: Pakistani


Asian: Bangladeshi


Asian: Other Asian background


Chinese


Other – Other


Other – Unknown





Religion/belief:


		Baha’i


Buddhist


Christian


Hindu


Jain


Jewish

		Muslim


Pagan


Sikh


Zoroastrian


None


Other





Sexual identity:

Heterosexual/Straight


Gay or Lesbian


Bisexual


Other


Unknown


The alleged abuser(s) - Section 6 (and 16)


(Please use same options as section 5 (and 15) above.)
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Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009

Abuse or allegations of abuse concerning a person who uses the service
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about abuse or alleged abuse concerning


a person or persons (child or adult) who use the service


Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications.

This guidance is available at www.cqc.org.uk. 

This form can be used to notify us of abuse or alleged abuse where people using the service are victims, perpetrators or both. You must provide information in the mandatory sections (marked*). Please also provide all other requested information.


If there are more than two victims or abusers please fill in sections 12 to 22. Do not submit sections 12 to 22 unless they have been filled in.

If there are more than four victims or abusers please make additional copies of sections 12 to 22 as needed, fill them in, and submit the copies to us.


Annexe 1 provides guidance on filling in sections 3, 5, 6, (and 14, 16 and 17); please do not send this back with the notification.


Please enter dates in the format dd/mm/yyyy. 


Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return your completed form to: HSCA_notifications@cqc.org.uk 

1.
The provider and location(s)*


		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-2448282802



		Location name and address:




		The Pavilion


Ashton Road


Lancaster




		Postcode:

		LA1 5AZ



		CQC location number:

		1-3216708905



		OR: This notification affects all the provider’s locations

		 FORMCHECKBOX 


		



		This form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.
Applicable regulated activity:*


Which of the regulated activities you provide was most significant and relevant to this notification?

		     





3.
The allegation:*


This notification is about:


		A specific allegation(s) or event(s)

		 FORMCHECKBOX 


		



		A general concern about abuse affecting all of your locations

		 FORMCHECKBOX 


		





4.
Where this notification is about a specific allegation(s) or event(s) (ONLY)

		How many victims/alleged victims were there?

		



		How many abusers/alleged abusers were there?

		





		

		Victim 1

		Victim2

		

		Abuser1

		Abuser2



		Unique identifier/code

		

		

		

		

		





There is space on page xx below to record information about additional victims and abusers


5.
Management of the allegation

		Date registered person informed:

		     



		Who made the registered person aware of the abuse?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify

		     



		What is the informant’s relationship to the victim(s)?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify (see annexe 1):

		     



		Provide an identifier or code for the informant:

		



		Has the local safeguarding authority been informed?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Name of local authority:

		     





6.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim 1

		Victim 2



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






7.
The victims of abuse or alleged abuse

		Information

		Victim 1

		Victim 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






8.
The abuser(s) or alleged abuser(s)

		Information

		Abuser 1

		Abuser 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





9.
The abuser’s or alleged abuser’s relationship to the victim


		Select all that apply

		Abuser 1

		Abuser 2



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






10.
Immediate action taken


		Select all that apply

		Victim 1

		Victim 2

		

		Abuser 1

		Abuser 2



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken):

		     



		Victim 2 (other actions taken):

		     





		Abuser 1 (other actions taken):

		     



		Abuser 2 (other actions taken):

		     





11.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






12.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






13.
Additional relevant information

		Please provide complete details of what has happened and how the person has been harmed.


Was it known that the person was at risk of this type of harm?  If YES:


· Was there a protection plan in place?


· Risk assessment.


· Increased ratio of staff.


· Door sensor.


· Input from external professionals.


Ensure you consider and include all relevant information relating to the abuse and who has caused it.


Tell us the immediate actions taken by yourself to protect the person.


Tell us the immediate action taken by yourself if member(s) of staff are involved in what has happened.


Describe what you have done to mitigate further harm to the person and/or others.


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

Information about additional victims or abusers/alleged victims or abusers


Please only copy/fill in and send these extra sections if there were more than two abusers/alleged abusers or victims/alleged victims.


14.
Please provide a unique identifier/code for each person

		

		Victim no.

		t

		Victim no.

		  

		

		Abuser no.

		  

		Abuser no.

		  



		Unique identifier

		

		

		

		

		





15.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim number:

		  

		Victim number:

		  



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






16.
The victims of abuse

		Information

		Victim number:

		  

		Victim number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity; (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






17.
The abuser(s) or alleged abuser(s)

		Information

		Abuser number:

		  

		Abuser number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





18.
Alleged abuser’s relationship to the victim


		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






19. 
Immediate action following the allegation (tick all that apply)


		Select all that apply

		Victim no:

		Victim no:

		

		Abuser no:

		Abuser no:



		

		  

		  

		

		  

		  



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken)

		     



		Victim 2 (other actions taken)

		     



		Abuser 1 (other actions taken)

		     



		Abuser 2 (other actions taken)

		     





20.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		Select all that apply

		Victim number:

		  

		Victim number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






21.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






Please email your completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank


		





Annexe 1: Guidance on options to be used when filling in this form


This guidance is to help you fill in the form - please don’t send it back with the completed form.

Management of the allegation - Section 3 (and 13)


Who made the registered person aware of the alleged abuse?

		Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public


Police

		Formal advocate


Healthcare professional


CQC inspector/assessor


No-one else


Carer


Local authority


NHS body


Other, please specify





What is their relationship to the victim?


		None


Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public

		Police


Formal advocate


Healthcare professional


CQC inspector/assessor


Carer


Local authority


NHS body


Other, please specify





Is this notification about specific allegations(s) or event(s) or is it a general concern about alleged abuse?

If the notification is specific, the victims will be identified below; if it is a general alert, there will be no specific victims.

The victim(s) of abuse or alleged abuse - Section 5 (and 15)


Age groups

		<1


1 – 4


5 – 11


12 – 15


16 – 17


18 – 24


25 – 34

		35 – 44


45 – 54


55 – 64


65 – 74


75 – 84


85+





Funding method:


Self funded


PCT (whole or part)


Local authority (whole or part)


NHS service

Ethnicity:


		White: British


White: Irish


White Other


Mixed: White/Black Caribbean


Mixed: White/Black African


Mixed: White/Asian


Mixed: other mixed background


Black or Black British: Caribbean


Black or Black British: African


Black or Black British: Other

		Asian: Indian


Asian: Pakistani


Asian: Bangladeshi


Asian: Other Asian background


Chinese


Other – Other


Other – Unknown





Religion/belief:


		Baha’i


Buddhist


Christian


Hindu


Jain


Jewish

		Muslim


Pagan


Sikh


Zoroastrian


None


Other





Sexual identity:

Heterosexual/Straight


Gay or Lesbian


Bisexual


Other


Unknown


The alleged abuser(s) - Section 6 (and 16)


(Please use same options as section 5 (and 15) above.)

5

20190213 100099 SN18(2)(e) allegation of abuse about a person who uses the service with additional questions v6
1




image28.emf
CQC Safeguarding  Notification Winstone House (12.04.23).doc


CQC Safeguarding Notification Winstone House (12.04.23).doc
[image: image1.png]CareQuality
Commission






Statutory notification


Regulation 18(2), Care Quality Commission (Registration) Regulations 2009

Abuse or allegations of abuse concerning a person who uses the service
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		Provider’s notification reference:

		



		

		

		     



		

		

		





		Statutory notification about abuse or alleged abuse concerning


a person or persons (child or adult) who use the service


Care Quality Commission (Registration) Regulations 2009 Regulation 18(2)





Please read our guidance for providers about making statutory notifications and our Guidance about compliance: Essential standards of quality and safety for detailed advice on how and when to make statutory notifications.

This guidance is available at www.cqc.org.uk. 

This form can be used to notify us of abuse or alleged abuse where people using the service are victims, perpetrators or both. You must provide information in the mandatory sections (marked*). Please also provide all other requested information.


If there are more than two victims or abusers please fill in sections 12 to 22. Do not submit sections 12 to 22 unless they have been filled in.

If there are more than four victims or abusers please make additional copies of sections 12 to 22 as needed, fill them in, and submit the copies to us.


Annexe 1 provides guidance on filling in sections 3, 5, 6, (and 14, 16 and 17); please do not send this back with the notification.


Please enter dates in the format dd/mm/yyyy. 


Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return your completed form to: HSCA_notifications@cqc.org.uk 

1.
The provider and location(s)*


		Provider:

		Delphi Medical Consultants Ltd



		CQC provider number:

		1-125892841







		Location name and address:




		Winstone House, 199 Church Street


Blackpool




		Postcode:

		FY1 3TG



		CQC location number:

		1-3643002983



		OR: This notification affects all the provider’s locations

		 FORMCHECKBOX 


		



		This form filled in by:

		     

		Date submitted

		     



		Contact for more information (where different):

		Corporate Services



		Telephone number:

		01253 205158



		Email address:

		syncoragovernance@calico.org.uk





2.
Applicable regulated activity:*


Which of the regulated activities you provide was most significant and relevant to this notification?

		     





3.
The allegation:*


This notification is about:


		A specific allegation(s) or event(s)

		 FORMCHECKBOX 


		



		A general concern about abuse affecting all of your locations

		 FORMCHECKBOX 


		





4.
Where this notification is about a specific allegation(s) or event(s) (ONLY)

		How many victims/alleged victims were there?

		



		How many abusers/alleged abusers were there?

		





		

		Victim 1

		Victim2

		

		Abuser1

		Abuser2



		Unique identifier/code

		

		

		

		

		





There is space on page xx below to record information about additional victims and abusers


5.
Management of the allegation

		Date registered person informed:

		     



		Who made the registered person aware of the abuse?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify

		     



		What is the informant’s relationship to the victim(s)?

		 FORMDROPDOWN 




		(refer to list in annexe 1)



		If ‘Other’ please specify (see annexe 1):

		     



		Provide an identifier or code for the informant:

		



		Has the local safeguarding authority been informed?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Name of local authority:

		     





6.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim 1

		Victim 2



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






7.
The victims of abuse or alleged abuse

		Information

		Victim 1

		Victim 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






8.
The abuser(s) or alleged abuser(s)

		Information

		Abuser 1

		Abuser 2



		Age group (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





9.
The abuser’s or alleged abuser’s relationship to the victim


		Select all that apply

		Abuser 1

		Abuser 2



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






10.
Immediate action taken


		Select all that apply

		Victim 1

		Victim 2

		

		Abuser 1

		Abuser 2



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken):

		     



		Victim 2 (other actions taken):

		     





		Abuser 1 (other actions taken):

		     



		Abuser 2 (other actions taken):

		     





11.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






12.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		PCT/local authority name:

		Victim 1

		Victim 2



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






13.
Additional relevant information

		Please provide complete details of what has happened and how the person has been harmed.


Was it known that the person was at risk of this type of harm?  If YES:


· Was there a protection plan in place?


· Risk assessment.


· Increased ratio of staff.


· Door sensor.


· Input from external professionals.


Ensure you consider and include all relevant information relating to the abuse and who has caused it.


Tell us the immediate actions taken by yourself to protect the person.


Tell us the immediate action taken by yourself if member(s) of staff are involved in what has happened.


Describe what you have done to mitigate further harm to the person and/or others.


     





Continue on additional numbered sheets if necessary. Box will expand if used on a computer.

Information about additional victims or abusers/alleged victims or abusers


Please only copy/fill in and send these extra sections if there were more than two abusers/alleged abusers or victims/alleged victims.


14.
Please provide a unique identifier/code for each person

		

		Victim no.

		t

		Victim no.

		  

		

		Abuser no.

		  

		Abuser no.

		  



		Unique identifier

		

		

		

		

		





15.
Type of abuse or alleged abuse*

		Type of abuse (tick all that apply)

		Victim number:

		  

		Victim number:

		  



		Physical

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Psychological/emotional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Neglect

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Sexual

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Financial/material

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Discriminatory

		 FORMCHECKBOX 


		 FORMCHECKBOX 






16.
The victims of abuse

		Information

		Victim number:

		  

		Victim number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity; (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     



		Sexual identity: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 






17.
The abuser(s) or alleged abuser(s)

		Information

		Abuser number:

		  

		Abuser number:

		  



		Age group: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Date they joined the service:

		     

		     



		Funding: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Gender:

		 FORMDROPDOWN 


		 FORMDROPDOWN 






		Ethnicity: (see annexe 1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		Disability – Physical:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Learning:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disability – Sensory:

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Mental health difficulties?

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Religion/belief: (see annexe1)

		 FORMDROPDOWN 


		 FORMDROPDOWN 




		If other, please specify

		     

		     





18.
Alleged abuser’s relationship to the victim


		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Employed by the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Volunteer with the service

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Visiting worker or professional

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Relative

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Friend

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other service user

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Unknown

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other

		 FORMCHECKBOX 


		 FORMCHECKBOX 






19. 
Immediate action following the allegation (tick all that apply)


		Select all that apply

		Victim no:

		Victim no:

		

		Abuser no:

		Abuser no:



		

		  

		  

		

		  

		  



		Removed from service/activity

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Referred to police

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Seen by GP

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Taken to hospital/A&E

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Complaints procedure opened

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		No action taken

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Disciplinary action by employer

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Other – please specify below

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		Victim 1 (other actions taken)

		     



		Victim 2 (other actions taken)

		     



		Abuser 1 (other actions taken)

		     



		Abuser 2 (other actions taken)

		     





20.
Where funded, victim’s/alleged victim’s PCT/local authority (if appropriate)

		Select all that apply

		Victim number:

		  

		Victim number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






21.
Where funded, abuser’s/alleged abuser’s PCT/local authority (if appropriate)

		Select all that apply

		Abuser number:

		  

		Abuser number:

		  



		Same as local authority in Section 5

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		     

		 FORMCHECKBOX 


		 FORMCHECKBOX 






Please email your completed form to: HSCA_notifications@cqc.org.uk 

For CQC use only, please leave blank


		





Annexe 1: Guidance on options to be used when filling in this form


This guidance is to help you fill in the form - please don’t send it back with the completed form.

Management of the allegation - Section 3 (and 13)


Who made the registered person aware of the alleged abuse?

		Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public


Police

		Formal advocate


Healthcare professional


CQC inspector/assessor


No-one else


Carer


Local authority


NHS body


Other, please specify





What is their relationship to the victim?


		None


Friend (of victim)


Friend (of abuser)


Family member (of victim)


Family member (of abuser)


Other service user


Staff


Ex-staff


Member of public

		Police


Formal advocate


Healthcare professional


CQC inspector/assessor


Carer


Local authority


NHS body


Other, please specify





Is this notification about specific allegations(s) or event(s) or is it a general concern about alleged abuse?

If the notification is specific, the victims will be identified below; if it is a general alert, there will be no specific victims.

The victim(s) of abuse or alleged abuse - Section 5 (and 15)


Age groups

		<1


1 – 4


5 – 11


12 – 15


16 – 17


18 – 24


25 – 34

		35 – 44


45 – 54


55 – 64


65 – 74


75 – 84


85+





Funding method:


Self funded


PCT (whole or part)


Local authority (whole or part)


NHS service

Ethnicity:


		White: British


White: Irish


White Other


Mixed: White/Black Caribbean


Mixed: White/Black African


Mixed: White/Asian


Mixed: other mixed background


Black or Black British: Caribbean


Black or Black British: African


Black or Black British: Other

		Asian: Indian


Asian: Pakistani


Asian: Bangladeshi


Asian: Other Asian background


Chinese


Other – Other


Other – Unknown





Religion/belief:


		Baha’i


Buddhist


Christian


Hindu


Jain


Jewish

		Muslim


Pagan


Sikh


Zoroastrian


None


Other





Sexual identity:

Heterosexual/Straight


Gay or Lesbian


Bisexual


Other


Unknown


The alleged abuser(s) - Section 6 (and 16)


(Please use same options as section 5 (and 15) above.)
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