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WASHINGTOMN STATE

CRITICAL INCIDENT REVIEW ACTION PLAN

Date of Incident:

Location of Incident:

CIR Number:

Division/Department:

Brief Description of Incident:

Offender Name:

Date of Action Plan:

Team Members:

Offender Number:

Plan Completed By:

Plan Reviewed/Approved By:

Date Final and Sent to Risk Management:

An action plan has been developed as a result of a completed Critical Incident Review. The issues listed below have been identified as requiring

additional follow-up or actions.

ASSIGNED
ITEM DESCRIPTION/TASK ASSIGNED TO compLETION | COMPLETION
DATE
DATE
1.
2.
3.
4.
5.
Constraints/Concerns:
| certify that these action items have been completed.
Name (Print) Date
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