
ABUSE, NEGLECT AND EXPLOITATION OR REPORT OF DEATH FORM (SFY 2019) 
Always notify DHI/IMB immediately concerning incidents for individuals receiving the Developmental Disabilities Waiver (DDW), DD Mi Via 

Waiver, or Medically Fragile Waiver, Contact IMB On Call at 1-800-445-6242 and send A/N/E form within 24 hours via 
http://ane.health.state.nm.us or by fax at 1-800-584-6057.

SECTION 1 -  CONSUMER INFORMATION

SECTION 2 - DESCRIPTION OF INCIDENT

To notify Child Protective Services of an incident involving a child, call: 1-800-797-3260
To notify Adult Protective Services of an elder or non-DD waiver adult call 1-866-654-3219
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SECTION 3 -  ADDITIONAL INFORMATION

SECTION 4 - AGENCY / FACILITY INFORMATION
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SECTION 6 - NOTIFICATIONS TO AGENCIES REQUIRED

SECTION 7 - SIGNATURE

SECTION 5 - ADMINISTRATIVE INFORMATION
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