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NEW YORK STATE 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 

☐  An act committed in the normal course of duties or while off duty that results in serious physical injury or death to 

Community Supervision staff or to another person  

☐  Suicide or attempted suicide by a parolee while in custody  

☐  Accident resulting in serious physical injury/death to staff (on duty)  

☐  Accident resulting in serious physical injury/death to parolee (in custody) 

☐  Discharge of State-issued or approved personally owned firearm 

☐  Escape or attempt to escape of a person in Community Supervision custody  

☐  Theft, damage, or loss of a State firearm or State-approved personally owned firearm  

☐  Motor vehicle accidents resulting in damage  

☐  Automobile accidents while on duty resulting in injury to any person 

☐  Hostage situation or standoff with police or DOCCS staff 

☐  Parolee homicide, parolee suicide, or parolee death in custody  

☐  Use of Oleoresin Capsicum/Baton to counter resistance to an arrest  

☐  Any arrest of a staff member (misdemeanor or felony) 

☐  Any conduct by Community Supervision staff which could reflect negatively on the Department  

☐  Any domestic violence incident involving a staff member 

☐  Loss of a piece of State-issued equipment other than a firearm, handcuffs, magazines, ammunition, baton, ballistic 

vest, or police radio 

☐  Loss of or damage to a State cell phone 

☐  Minor damage to a State vehicle   

☐  Other:  
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Location of Incident:  

 

 

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

 

 
Police or Other Agency Involved:    ☐  YES   ☐  NO 

 (If yes, include name(s), injury, status, etc.) 
 

 
 
 

 
Was there injury or death?   ☐  YES   ☐  NO 

(If yes, name/address/phone/name of officers responding, case #, etc.) 
 

 
 
 
 

 
Was State property damaged?    ☐  YES  ☐  NO 

(If yes, explain extent and repair cost) 
 

 
 
 
 

 

Was private property damaged?    ☐  YES      ☐  NO 

 
State Vehicle:   Damaged ☐    Stolen ☐     N/A ☐ 

 

Plate #  Make:  Model:  Year: 

 

Vehicle Assigned To: 

 

State Vehicle 
 I.D. # 

 

 (attach copy of accident report, if applicable) 
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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:  Signature:  Date:  

Supervisor’s Name: Signature:  Date:  

 

 
Supervisor’s Comments:  
 

 

Supervisor’s Name: Signature:  Date:  

 

 
Bureau Chief’s Recommended Action:  
 

 

Bureau Chief: Signature:  Date:  
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Assistant/Regional Director’s Decision:  
 

 

ARD/RD:  Signature:  Date:  

 

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

 

ARD/RD:  Signature:  Date:  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DISTRIBUTION:  
ORIGINAL/FULLY EXECUTED – Director of Human Resource Management  
cc: Deputy Commissioner for Community Supervision, Assistant Commissioner, Director of Internal Operations 
Retain copies at Regional Office and Bureau 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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