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State of Connecticut





Local Mortality Review Date __/__/__

Department of Mental Retardation



    Initial IMRB Review Date __/__/__









                 Date Case Closed__/__/__

Name






DMR#



Region



IMRB Findings:

































































































IMRB Recommendations and/or actions:





























































































Additional Information Requested:





















































Board Signatures

Chairperson _______________________________ MD Consultant ____________________________________

DMR Health Serv. Dir.



    _Priv. Prov. Representative _____________

_____
DMR QA Director


                   DMR Investigations Dir. _____________________________

OCME Representative ________________________DPH Representative_____






OPA Representative 1)




2)





______

Others: Non-voting: 1) 




2)

________________________________

3)






4)


_________________________
Commissioner Review

______I have reviewed and agree with the IMRB findings and recommendations.  Comments and/or additional recommendations:




























































                                                              __/__/__

              Commissioner, DMR






       Date
cc:  Health Service Directors

State of Connecticut





       IMRB Initial Review Date __/__/__

Department of Mental Retardation



IMRB Follow-up Review Date __/__/__

Name







DMR#


 Region



 Follow-up on Actions or Recommendations:

(List actions requested and attach documentation)











__/__/__
Director of Health & Clinical Services




   Date
Further Board Actions or Recommendations:

Board Signatures

Chairperson________________________________  MD Consultant ___________________________________

DMR Health Serv. Dir.



_____Priv. Prov. Representative ______________


DMR QA Dir.




_____DMR Investigation Dir.






OCME_______




_____DPH Representative






OPA Repesentatives 1)




__   2) 




_____________            Others, Non-voting: 1)




       2)




______       ___
3)




___              4) ________________________________________
Commissioner Review

___I have reviewed and agree with the IMRB follow-up actions and/or recommendations.  Comments and/or additional recommendations:







 




__/__/__

        Commissioner, DMR







   Date
3/1/02


