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Medication Incident Report 
Date of report________________________ Program/Location__________________ ___ 
Name of person completing this report________________________________________
Signature of person completing this report_{make italicized}___________________________________ 

Child’s Name________________________ Date of Birth_______________________ __
Date and time of incident: ________________________________________________ ___
Person administering medication: __________________________________________ ___
Prescribing health care provider: ______________________________________________
Name of medication: _____________________________________________________ __
Dose: ____________ Scheduled time that medication was to be given: ________________

Describe the incident and how it occurred (incorrect child, medication, dose, time or route?)
________________________________________________________________________
________________________________________________________________________
Action taken/intervention: _________________________________________________ 
________________________________________________________________________
________________________________________________________________________

Parent/Guardian notified:  
Name: _____________________________ Phone Number Called: __________________
Date: ____________      Time:   ________    Did you talk to Parent / Guardian:  YES   /   NO

Follow-Up and outcome: __________________________________________________ 
________________________________________________________________________
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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




