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Medication Assistance 
Policies and Procedures

Compliance with Division Policy

As a Medicaid Waiver provider, staff/I will read and comply with the Division’s Medication Assistance Standards and Policy. The “staff” mentioned in my organization’s policies and procedures listed in this document apply to any staff my provider organization employs, who are qualified to assist with medications.
Medication Consent

All participants or guardians who request a provider to assist with medication shall complete the “Medication Consent Form”. A participant’s case manager shall obtain the needed consent and distribute to necessary team members. All providers, who assist with medications, shall have a copy of the signed consent form in the participant’s file.   
Required Training 
___(Initials) I have received the required training from the Division on ___________(date). Staff providing direct care to participants has received the required Division training. 
PRN Protocol

Staff/I will follow the PRN protocol as listed in the participant’s plan of care (IPC).  Staff/I will check the participant for the need of a PRN before giving it and watch for any side effects.  Staff/I will document the PRN medication and follow up on a PRN usage report.  Staff/I will send a PRN usage report to the parent/guardian and the case manager every month. If the participant has a PRN and supervision is transferred to other staff, providers, or family members, then the follow up and face-to-face evaluation of the participant must be assigned to the responsible party and documented.
Medication Storage

All medications will be kept _____________________________________________________, which is  inaccessible to participants. Refrigerated medications are kept in ________________________________ that can be locked, so no one else can access it.  For participants who can have access to their own medications, exceptions will be made to this policy in writing that will not endanger other participants. All medications, whether prescription or over the counter, will be stored in the original container and have the participant’s name on it.   

Access to Medication Information

Staff/I will have immediate access to the participant’s current plan of care and other pertinent medical information. Staff/I will request a copy of the informational documents given by the pharmacy from the parent/guardian or participant after each visit.
Documentation

Staff/I will use a Medication Assistance Record (MAR), similar to the one on the Division’s website, so that all the required information is present. 

Off-site Medications

When medications are given off-site by persons, who are persons that are not waiver providers, designated friends or family members of the participant, Staff/I will ensure that the person receiving medications for the participant has permission by the participant or legal representative on a signed Medication Consent Form. The off-site person shall receive a copy of the participant’s MAR, the amount of medication needed for the event, information on the medication and provider contact information. The off-site person shall sign that they are receiving the above information and the amount of medication given. Unused medications shall be returned to the provider.
Medication Incident Reporting 
If Staff/I should give a medication that is the wrong medication, wrong dose, wrong participant, wrong route, or the wrong time, or a medication is missed, then staff/I will take immediate action by calling the participant’s nurse, physician, poison control, the local ER, the parent/guardian, and/or the pharmacy for instructions on what to do.  After assuring the participant’s health and safety, staff/I will complete a critical incident report for medication errors and submit it electronically to the Division within 24 hours of making the error.  Missed medications will be reported as a wrong dose.  Staff/I will use an internal incident report, similar to the one on the Division’s website, for other medication incidents and will turn in those incidents to the parent/guardian and case manager every month. 
Behavior Modifying Medications

If staff/I assist participants with administering behavior modifying medications, we/I will assist and monitor the medications as described in the plan of care. If a behavior modifying medication is ordered as a PRN, or “as needed”, ______________ (specify staff position or name) will assess the need for the behavioral modifying PRN medication, if a participant needs one.   Staff/I will follow the protocol as identified in the participant’s positive behavior support plan within the plan of care to assess and administer a PRN medication.  When medications or physician orders change, Staff/I will notify the case manager to update the plan of care, but current physician orders shall be followed if there is a discrepancy in the plan of care medication list. If a participant in my provider organization requires the use of a PRN behavioral modifying medication, then staff/I will document the dispensed medication as a PRN, document the usage and events on an internal incident report, and _______________ (specify staff position or name) shall perform a face-to-face evaluation within one hour of giving the medication and documenting the effect that it had on the participant.  Staff/I will send a copy of the internal incident report, which led to the use of the PRN, to the case manager every month for their review.  We/I understand that a participant’s case manager shall ensure the participant’s medication is reviewed as needed by a trained medical professional, and we/I can ask the case manager for updates by request.  
Exceptions or Additions: ________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

___Yes  ___ No     My provider organization agrees to implement these Medication Assistance Policies and Procedures for Medicaid Waiver providers.

_________________________________________         
Provider Organization Name

_________________________________________         _________________

Provider Signature & Title                    Date                   Provider number
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