MEDICATION ERROR REPORT 

INSTRUCTIONS:  A Medication Error Report should be completed by the staff person making the error OR by the staff person who finds the medication or medical documentation error.  The nurse must be notified immediately for certain types of errors. These are listed on the left side below. All other errors should be reported to the primary nurse by leaving a message on the office voice mail. The Nurse, Supervisor, or Quality Manager will follow up by identifying that the error was made, who was responsible, and any training needs for the involved staff person(s). The Med Passer and the Buddy Checker will receive the same error.  The Training Sheet is on the back of this form & should be completed for every Med or Doc Error.

Consumer’s Name: ____________________________________ Date & Time Error Occurred: __________________________________
Was Nurse Notified? 
  YES     

   NO                   
 Date & Time of Notification: ______________________________________
Name of  Nurse You Talked to: _____________________________________________________________________________________________

Nurse’s Recommendations: _________________________________________________________________________________________________

List Medications or Treatments Involved in  Error. (Dosages & How Often ): _________________________________________________________
_______________________________________________________________________________________________________________________________________

MEDICATION ERRORS :    (CALL THE NURSE)

          

MEDICATION ERRORS:   (LEAVE AN OFFICE VOICEMAIL)  

WRONG MEDICATION  

______



FAILURE TO TAKE VITAL SIGNS 

______

WRONG DOSAGE

______



FAILURE TO OBTAIN WEIGHT

______


WRONG ROUTE


______



NO SUPPLY



______

WRONG DATE/TIME

______



FAILURE TO DO A TREATMENT

______

OMITTED DOSE


______



FAILURE TO FOLLOW PROCEDURE
______

LATE DOSE


______



BUDDY CHECK NOT DONE

______

WRONG CONSUMER

______



FAILURE TO PASS ON MEDICAL 









INFO TO NEXT SHIFT


______









FAILURE TO FOLLOW NURSING OR 









DR. ORDERS/REQUESTS


______









VITAL SIGNS NOT CHARTED

______









BM SHEET NOT CHARTED ON

______

	

	


DOCUMENTATION ERRORS:     (LEAVE AN OFFICE VOICEMAIL)

FAILURE TO CHART MEDICAL INFORMATION IN PROGRESS NOTES





______

MAR &/or BUBBLEPACK  NOT INITIALED/SIGNED, BUT MEDS WERE GIVEN




______

CHARTED INCORRECTLY (ON WRONG DATE/TIME/PERSON)





______

FAILURE TO CHART PRN MEDICATION GIVEN, REASON FOR GIVING




______

INCORRECT TRANSCRIPTION ON MAR








______

OTHER ERROR NOT LISTED:  (describe) _________________________________________________________________________________

	


Staff person completing report: _______________________________________________Date/Time: ___________________________

Nurse signature: __________________________________________________________  Date/Time: ___________________________

Supervisor signature: ______________________________________________________  Date/Time: ___________________________

Name of person making error (print): _______________________________________________________________________________

Signature of staff person responsible for error: _________________________________________□ Med Passer or □ Buddy Checker
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PAL/gs
MEDICATION ERROR REPORT TRAINING SHEET

Name of Staff Person Responsible for Error: ____________________________________________  Date of Error: ___________________________

*Staff person completes:

*HOW DID ERROR OCCUR? ______________________________________________________________________________________

_____________________________________________________________________________________________________________

*HOW COULD THE ERROR HAVE BEEN PREVENTED? __________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

ADDIT’L TRAINING PROVIDED BY SUPERVISOR OR NURSE: ____________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

I UNDERSTAND THAT IF I HAVE ANY QUESTIONS ABOUT THIS TRAINING, OR WITH ANY MEDICALLY-RELATED AREA, THAT I AM TO CONTACT THE NURSE OR MY SUPERVISOR  FOR CLARIFICATION . IT IS MY RESPONSIBILITY TO FOLLOW ALL PROCEDURES AS TRAINED.

Staff Signature: ________________________________________________________________ Date: __________________________

Supervisor Signature: ___________________________________________________________ Date: __________________________

Nurse Signature: _______________________________________________________________ Date: __________________________

PAL/gs 









THESE ARE NOT MED ERRORS, BUT MUST BE TRACKED





MED DROPPED			_______





REFUSAL			_______	


	


IF MEDS WERE REFUSED, DID YOU TRY 3 TIMES?    Y        N





LIC Training					(	Other (define): ___________________________________


LIC Counseling 					________________________________________________


Med Pass Observed by Supervisor or Nurse			________________________________________________


Repeat Practicum					________________________________________________


Developmental Plan					________________________________________________








