  

Medication Error Communication Form

Top Portion to be Prepared by Site Manager
    	
Date of Medication Error: _______Staff: _____________________________    Last 4 SS#_________
                                                                       Passer _____ Checker _____
Type:
_____ Wrong Dose		_____ Wrong Route 	               _____ Wrong Time   
_____ Wrong Individual    	 _____ Wrong Medication         _____ Wrong Documentation 
_____ Refusal		        	 _____ Omission 		   _____ Med Not Available

Initials of Client(s) Involved:____________        Number of Pills/Treatments Involved: ____________

Bottom Portion to be Prepared by Nursing ( or manager for waiver or ADS)

Person(s) conducting training _____________________________________________________________				   Name (please print)                                                     Title 
  	
Date taken off Medication admin: _______________       Date able to pass medications :_____________

Date of Training: ______________________		Time of Training: _____________________								                  
Cause and Contributing Factors :  __________________________________________________________________________________________________________________________________________________________________________

Just Culture Category:   ___Random    ___Human Error    ___At Risk    ___Reckless    ___Malicious

Plan of Prevention: (make specific to situation) __________________________________________________________________________________________________________________________________________________________________________

Signature of Staff _____________________________________            Date _____________________	


_______ Form attached to UIR 	 	    ______ Copy given to Employee
	
_______ Copy scanned to HR 	                   _____Copy scanned to Director of Clinical Operations


Date Placed in MAIS	_______          By Whom _____________________________________________

Not Placed in MAIS   _______          Reason_________________________________________________
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