










NYS DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

UNUSUAL INCIDENT REPORT 
COMMUNITY SUPERVISION 

 
FORM COMPLETED BY:     TITLE:        

 

REGION 

 

 

 

Bureau/ 

Facility 

 

 
 

Date of 

Incident 

 

 
 

Time of 

Incident 

 

      

Staff Member 

Involved 
(Name & Title) 

 

Other Community 

Supervision Staff 

Involved 
(Names & Titles) 

   

Releasees/Inmates 

Involved 
(Names/NYSIDs) 

 

Other Witnesses 
(Names/Addresses) 

 

Type 

Of 

Incident 

 Arrest of Employee 

 Escape from Custody 

 Lost/Stolen Equipment 

 Vehicle Accident on Duty 

 Domestic Violence 

 Custody Situation 

 Injury/Death of Releasee/Inmate 

 Use of O.C./Baton 

 Damage to State Vehicle 

 Workplace Violence 

 

 Discharge of Firearm 

 Injury or Death of Staff Member 

 Use of Physical Force 

 Threat to employee 

 Other:  

 

Location 

Of 

Incident 
 

Description of Incident (who, what, when, where, why, how, including events leading to incident)           (Use additional sheets, 

if necessary.) 

 

            

 

 

 

 

 

 

 

 

 

  

Police or Other Agency Involved:    Yes    No               (If yes, Name/Address/Phone/Name of Officers Responding, Case #, etc.) 
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UNUSUAL INCIDENT REPORT 
COMMUNITY SUPERVISION 

Was there injury or death?                 Yes        No               (If yes, include name(s), injury, status, etc.) 

                                                                               

Was there death?                                Yes        No 
             

Was State property damaged?            Yes        No               (If yes, explain extent and repair cost.) 

 

Was Private property damaged?         Yes        No 
      

State Vehicle:  Damaged         or   Stolen   N/A 

Plate #:                          Make:                       Model:                          Year:        

Vehicle Assigned to:                             State Vehicle I.D. #:        

(Attach copy of Accident Report, if applicable.) 

Was State-issued or State-approved personally owned equipment lost or stolen?     Yes         No    
(If yes, list equipment, serial numbers and to whom assigned.)                                 

      
 

 

NOTE:  Lost or stolen State property must be reported to the Police Department (Attach copy of Police Report).  

Initial Report of Incident 

Date:                Time:                   Reported to:                 Reported by:  

Written Report of Incident 
Completed by:                        (Print)     Signature:  ___________________   Date: __________ 
Supervisor's Name:                       (Print)    Signature:  ___________________   Date: __________ 

Supervisor’s Comments: 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Supervisor:  ________________________ (Print)      Signature:  ___________________   Date:  ____________ 

Facility Cluster Sr./Field Area Supervisor’s Recommended Action: 

_____________________________________________________________________________________________ 

_______________________________________________________________________________________________

Bureau Chief:  ________________________ (Print)   Signature:  ____________________   Date:  ____________ 

Deputy/Regional Director's Decision: 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

DRD / RD:                                (Print)      Signature:  ___________________   Date:_______________ 

If workplace violence, please describe actions taken as a result of incident to prevent further occurrences: 

_______________________________________________________________________________________________

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
DRD / RD: ___________________ (Print)            Signature:  ___________________   Date: ______________ 

DISTRIBUTION:  ORIGINAL/FULLY EXECUTED – Director of Human Resource Management 

                                 cc:  Director of Parole Operations 

                                 Retain copies at Regional Office and Area Office or Facility Office. 

NOTE:  Where information provided in this report indicates a diagnosis of disease or infection, or a 

domestic violence incident the form shall be labeled “CONFIDENTIAL” and sent only to the Director 

of HRM. 
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STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION
OFFICIAL EQUIPMENT ISSUE/RETURN

Name:	___________________________________________	 (Print Clearly)	 Title: ____________________________

Bureau/Facility:	____________________________________	 Region/Cluster: ___________________

Equipment ISSUED TYPE OF
EQUIPMENT

Equipment RETURNED
DATE Identifying Information DATE Identifying Information

Shield #: SHIELD Shield #:
Manual #: MANUAL Manual #:
Make: HANDCUFFS Make:
Serial #: Serial #:
Make: VEST Make:
Serial # Serial #

JACKET
HAT

Make:
FIREARM

Make:
Model: Model:
Serial #: Serial #:
# Rounds: AMMUNITION # Rounds:
#: MAGAZINE #:

Magazine CARRIER
Left or Right (Specify) HOLSTER Left or Right (Specify)
#(s): AUTO PLACARD #(s):
Make:

RADIO
Make:

Model: Model:
Serial #: Serial #:

Radio CARRIER
Radio CHARGER

I.D. CARD
Phone #: CELL PHONE Phone #:

Cell Phone Accessories
(Specify)

Phone #: PAGER Phone #:
Model: PALM WORKPAD Model:
Serial #: Serial #:

Workpad KEYBOARD
Workpad CHARGER

Serial #: LAPTOP Computer Serial #:

MISCELLANEOUS
(Specify)

REASON OF RETURN: (Be Specific)

LOCATION OF RETURNED ITEM(S):

Signature: ________________________________________ Date: ___________________________

Supervisor's Name: _____________________  Supervisor's Signature: _____________________   Date: ____________

Distribution: White – Dep. Director of Operations    Yellow – Regional Office/Facility Operations    Pink – Area Supervisor    Gold – Staff Member
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FORM CS1034 (6/17) 

 

  

White-Director of Internal Operations (CS)   Yellow- Regional Office or Unit   Pink- Bureau Chief    Gold- Staff Member 
 

Body Armor (Ballistic Vest) Inspection Form 

Name: ____________________________________________  Title: _______________________________ 

 
Bureau (Office):____________________________________  Telephone: _________________________ 

 
Size: ___________ Serial Number: ____________ Manufacturer: ______________________________ 

 
Date of Inspection: ____________  Inspected By: _____________________________________________ 
 
 
Inspection Type:   Annual               Periodic                  Random            Training Event 
 
 

A. General Condition and Appearance: 
 

                Excellent         Good      Poor (note reasons below for rating of Poor) 
 
 

B. Size and Fit: 
 

         Excellent         Good      Poor (note reasons below for rating of Poor)  
 
 

C. Overall Evaluation (Operating Condition) of Body Armor (Ballistic Vest): 
 

         Excellent         Good      Poor (note reasons below for rating of Poor) 
 
 

D. Replacement (Regional Director Recommendation Required for Replacement): 
 

         Required     Recommended      Not Recommended 
 
 

Reason(s) for replacement (add additional pages if necessary): _______________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

Employee’s Signature: _____________________________________________ Date: ________________ 

 
 
Supervisor’s Signature: ____________________________________________ Date: ________________ 

 

 
Regional Director or Unit Director Signature Required if Replacement is Recommended 


