

RESIDENTIAL SCHOOL
[bookmark: _GoBack]Emergency Contact Information


Name of Residential School:

Location:

Telephone Number: 

School Email:

During School Hours
(At least two emergency school contact persons must be provided)

	Name/Title
	Telephone Number
	Off Hours Email

	

	Home: 
Cell:
	

	

	Home:
Cell:
	

	

	Home:
Cell:
	

	

	Home:
Cell:
	



Off Hours[footnoteRef:1] Contact Information (including weekends) [1:  Off hours means any time the school is not in operation, including after school, evenings and weekends.] 

(At least two emergency school contact persons must be provided)

	Name/Title
	Telephone Number
	Off Hours Email

	

	Home: 
Cell:
	

	

	Home:
Cell:
	

	

	Home:
Cell:
	

	

	Home:
Cell:
	



Please fax this form to: 

P-12: OFFICE OF SPECIAL EDUCATION
NEW YORK STATE EDUCATION DEPARTMENT
89 WASHINGTON AVENUE, RM 301M EB
ALBANY, NY 12203
FAX NUMBER: (518) 402-3534
ATTENTION: JUSTICE CENTER CONTACT INFORMATION

IMMEDIATE PROTECTIONS SAFETY ASSESSMENT

CHECKLIST OF ACTIONS TAKEN


[bookmark: Text1]Vulnerable Persons Central Registry (VPCR) Identification Number (if known):      

[bookmark: Text2]Date Incident Reported:      

[bookmark: Text3]Describe Incident:      

[bookmark: Text21]Location where the Incident Occurred:       

[bookmark: Text4]Students Affected:      

[bookmark: Text15]Alleged Perpetrator (for abuse/neglect allegations):      

[bookmark: Text18]Current location of the student(s) involved in the incident:      

[bookmark: Text19]Current location of the alleged perpetrator:      

Parent Contact

[bookmark: Check13][bookmark: Check14]Were the parent(s) contacted?  |_| Yes  |_|  No  

[bookmark: Text16]If yes, by whom?       

[bookmark: Text17]If no, why not?       

Actions to Protect the Health and Safety of the Student(s)

Did the student[s] incur any injuries?  |_| Yes	|_| No   

[bookmark: Text8]If yes: Describe the nature and extent of the injuries:       

[bookmark: Check4][bookmark: Check5]Did he/she receive medical evaluation and/or treatment?  |_| Yes	|_| No
 
[bookmark: Text7]By whom (provider’s name and location)?       

[bookmark: Check2][bookmark: Check3]Does the student require follow-up medical care?  |_|  Yes	|_|  No

[bookmark: Text6]	If yes, describe:      

What other actions did the agency take to assure the health and safety of the student(s) involved in the report and any other students similarly situated in the facility or program?

[bookmark: Check6][bookmark: Text9]|_|	The alleged perpetrator was removed or transferred so as not to have contact with the student(s).  Describe:       

[bookmark: Check7][bookmark: Text10]|_|	The supervision of the alleged perpetrator has been increased.  Describe:      

[bookmark: Check8][bookmark: Text11]|_|	The student(s) were temporarily removed or transferred.  Describe:      

[bookmark: Check9][bookmark: Text12]|_|	The student(s) were provided with emotional support (e.g., immediate counseling).  Describe:      

[bookmark: Check17][bookmark: Text20]|_|	All students related to the incident have been removed from harms way.  Describe:      

[bookmark: Check10][bookmark: Text13]|_|	Other actions taken.  Describe:       

[bookmark: Check11][bookmark: Check12]Do any concerns remain regarding the safety of the student(s)?  |_|  Yes   |_| No
[bookmark: Text14]If yes, describe:      

Was law enforcement contacted?  |_| Yes   |_| No  |_| Not applicable

Immediate Actions Related to the Investigation

If the incident was a sexual assault, was a rape kit done?  
[bookmark: Check15][bookmark: Check16]|_| Yes   |_| No  |_| Not applicable

Was the area where the alleged incident occurred secured?  
|_| Yes   |_| No  |_| Not applicable

Was potential evidence preserved and secured?  
|_| Yes   |_| No  |_| Not applicable

If the student incurred injuries, were photos of the student taken?
|_| Yes   |_| No  |_| Not applicable


Signature of Chief School Administrator or Designee: ___________________
Date: _________________
-------------------------------------------------------------------------------------------------------------------
UPON COMPLETION OF THIS FORM, PLEASE FAX IT WITHIN 24 HOURS OF THE INCIDENT TO: 

P-12: OFFICE OF SPECIAL EDUCATION
NEW YORK STATE EDUCATION DEPARTMENT
89 WASHINGTON AVENUE, RM 301M EB
ALBANY, NY 12203
FAX NUMBER: (518) 402-3534
ATTN: RESIDENTIAL SCHOOL IMMEDIATE PROTECTIONS SAFETY ASSESSMENT
