


MEDICATION INCIDENT REPORT
Participant name:
__________________________________________________________
Program/facility where incident or error occurred:_____________________________________
Date and time of incident or error:  ________________________________________________
Date and time incident or error was discovered:______________________________________
Staff who made error:
__________________________________________________________
Staff involved in incident: _______________________________________________________

Person reporting incident or error (name and title):  ___________________________________

Type of Medication Error (please mark all that apply): *=Reportable to the Division
· Wrong medication*
· Wrong dosage*

· Wrong participant*

· Wrong route*

· Wrong time* (specify time given) ___________________ Correct time: _____________
Other Medication Incident:
· Medication not given (specify reason) ________________________________________

· Medication refused (specify reason) _________________________________________

· Medication not available (specify reason) _____________________________________

· Medication inadvertently rendered unusable:___________________________________

· Other (specify) __________________________________________________________
How could this incident or error have been prevented? ________________________________

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

How was this incident or error corrected?  __________________________________________

____________________________________________________________________________

____________________________________________________________________________
How was participant impacted by this incident or error? ________________________________

____________________________________________________________________________

____________________________________________________________________________

Person(s) contacted name & title (mark all that apply):

· Registered nurse or LPN: ________________________________________________

· Pharmacist: ___________________________________________________________

· Hospital/personal physician: _______________________________________________

· Parent/Guardian: ________________________________________________________

· Provider Program Manager: _______________________________________________

· Staff or On-call supervisor: ________________________________________________

· Director/CEO: __________________________________________________________

· Case Manager: _________________________________________________________

· Developmental Disabilities Division (specify): __________________________________

· Other: _________________________________________________________________

Describe Medication Incident resolution:  ___________________________________________
____________________________________________________________________________

____________________________________________________________________________

Follow up needed: _____________________________________________________________
____________________________________________________________________________
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