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Quality Assurance Office

Provider Report of Client Death

Confidential Quality Assurance and Peer Review Document


	Client Name:
	
	
	Date of last Service:
	

	
	
	
	
	

	Client PSP No.:
	
	
	Date of Death:
	

	
	
	
	
	

	Number Pending:
	
	
	Where Death Occurred:
	

	
	
	
	
	

	Provider Site:
	
	
	
	


	1.
	Was the client recently in an institutional in-patient facility?
	(YES
	
	(NO

	2.
	If yes, which facility?
	
	
	

	
	
	
	
	

	3.
	How soon did the client’s death occur after discharge from an institutional setting?
	
	Number of Days

	4.
	What was the length of stay prior to discharge from institutional care?
	
	Number of Days

	5.
	What type of out-patient service was provided?
	
	
	

	
	
	
	
	


	6.
PLEASE INDICATE CAUSE OF DEATH:

	(
	Suicide
	
	(
	Natural Causes

	(
	Homicide
	
	(
	Other/Please explain:

	(
	Secondary to Medical Condition.
	
	
	


7. Please list existing medical conditions:
8. Was an internal review of the case conducted by the provider site?
( YES
( NO

	
	
	

	Signature of person completing form
	
	Date


Please return this form to:



Alameda County Behavioral Health Care Services

Quality Assurance Office

2000 Embarcadero Cove, Suite 400

Oakland, California  94606
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