
MEDICATION OCCURRENCE REPORT

Name of Individual: Client First name last name Region: Number 1-10 DOB: Month/ Day/ Year
Date(s) of Occurrence: Month/ Day/ Year (include all dates) Time of Occurrence: Hour: Minute  FORMCHECKBOX 
AM   FORMCHECKBOX 
PM Mark 1
Certification Address: Address of program/ individual  Name of Provider Agency: Vendor/Provider Agency or N/A
Type of Service: He-M 1001  FORMCHECKBOX 
    507  FORMCHECKBOX 
    518  FORMCHECKBOX 
   521  FORMCHECKBOX 
   524  FORMCHECKBOX 
   525  FORMCHECKBOX 
   Other_____Mark service they are in during time of occurrence
MEDICATION ERROR    
DOCUMENTATION ERROR           
 OTHER CONCERNS 


 FORMCHECKBOX 
 Wrong Med 


 FORMCHECKBOX 
 Med log error 


 FORMCHECKBOX 
 Missing med   
 
 FORMCHECKBOX 
 Wrong Time 


 FORMCHECKBOX 
 Controlled Drug Count not done 
 FORMCHECKBOX 
 Unauthorized person 
 FORMCHECKBOX 
 Wrong Dose


 FORMCHECKBOX 
 Controlled Drug Count incorrect 
      administered med
 FORMCHECKBOX 
 Wrong Person

 FORMCHECKBOX 
 Other______________________   
 FORMCHECKBOX 
 Other_________________________           
 FORMCHECKBOX 
 Wrong Route
         

   

     
 FORMCHECKBOX 
 Omission

  Mark all that apply in all categories above
      
        

 

    
	Name of Medication(s) Involved
	Dose:
	Frequency:
	Route:
	Purpose of Medication:

	Please make sure to fill in according to order- only include medications involved in med occurrence
	According to order
	According to order
	According to order
	According to order

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Describe what happened (including any impact to individual):
Include a brief description of what happened. Explain medication occurrence, including circumstances around incident. If the person discovering the medication occurrence can describe how they learned of the medication occurrence, or the person responsible can provide details, please include this information. Also, include whether or not that there was any noticible impact to the individual (e.g. behavior change, seizure activity, vital sign changes, change in baseline activity, etc.). If you need further assistance with filling out this section, please ask Nurse.   
Name, Date & Time Nurse Trainer was notified: Who, Month/ Day/ Year, Hour: MinuteBy Whom: First & Last Name
Instructions received from Nurse Trainer: Describe any direction received from the Nurse Trainer during the notification phone call/ follow-up (e.g. contact doctor, monitor for changes in baseline, give or hold medication, etc.). 
Action(s) Recommended by Medical Professional & Taken by Authorized Provider (person authorized to administer meds) Describe what medical professional asked you to do, and then describe what you did. 
	Who was notified (Include name, date/time and method of contact) (Guardian notification, if applicable):    

	Name
	Relationship  to individual
	Date
	Time
	Method of contact

	First name last name
	Service Coordinator
	Month/ Day/ Year
	Hour: Minute FORMCHECKBOX 
am    FORMCHECKBOX 
pm
	(example- phone, email)

	First name last name
	Program Supervisor
	Month/ Day/ Year
	Hour: Minute FORMCHECKBOX 
am    FORMCHECKBOX 
pm
	(example- phone, email)

	First name last name
	Guardian
	Month/ Day/ Year
	Hour: Minute FORMCHECKBOX 
am    FORMCHECKBOX 
pm
	(example- phone, email)

	First name last name
	Prescribing Practitioner
	Month/ Day/ Year
	Hour: Minute FORMCHECKBOX 
am    FORMCHECKBOX 
pm
	(example- phone, email)


Report written by: First name last name of person completing report Date: Month/ Day/ Year
MEDICATION OCCURRENCE REPORT- Page 2

Name of Individual: Client First name last name   Date(s) of Occurrence: Month/ Day/ Year (include all dates)
TO BE COMPLETED BY THE PERSON RESPONSIBLE FOR THE OCCURRENCE:
Person responsible for Medication Occurrence: First Name, Last Name. This can be different from person reporting.
Describe How and Why the Occurrence Happened:  

Include a brief description of how and why the occurrence happened. Explain why the trained/ expected medication administration process was not followed. Explain medication occurrence, including circumstances around incident. If you need further assistance with filling out this section, please ask Nurse.
Suggestions to prevent future occurrence: Explain what barriers existed that prevented you from following the trained/ expected process. Explain what will help you avoid this medication occurrence in the future. 
Signature of Person Responsible: Signature of person responsible for occurrence Date Completed: Month/ Day/ Year
NURSE TRAINER REVIEW:  to be completed by Nurse Trainer

Type of Occurrence: Document type of error (this should match checked off items on page 1)
Cause of Occurrence: Potential reason for occurrence after reviewing this report/ additional follow-up. The Nurse Trainer may identify a cause that the person responsible did not acknowledge. 
Immediate Actions taken in regard to this situation/ Authorized Provider (e.g. corrective action): 

Describe immediate corrective action of the error, or of the authorized provider’s actions, that occurred (if applicable). 
Systemic Recommendations to prevent future occurrence(s):  

Explain any systemic recommendations given to the management team that may assist with avoiding future errors (if applicable). 
Signature of Nurse Trainer: Signature of Nurse Trainer completing report Date completed: Month/ Day/ Year
MANAGEMENT REVIEW: to be completed by Program Director/ Designee
Review of Authorized Provider and Nurse Trainer Response & Include any Additional Follow-up: 
Describe any additional follow-up that is needed/ taken in regards to this occurrence. Include information regarding any follow-up conversations with the Nurse Trainer or others that occurred. Explain how any systemic recommendations given by the Nurse were followed up on. 
Signature of Program Director/ Designee: Signature of program director/ designee completing reportDate Completed: Month/ Day/ Year
REFUSAL-


Use regular incident report form & notify nurse
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