Medication Incident Report
Date of Report______________Center and location of incident____________________________

Name of Child______________________________________           DOB________________________

Date Incident Occurred_______________________________ Time Noticed__________________

Person who administered last dose of Medication_______________________________________

Name of Licensed Prescriber___________________________   Phone #_____________________

Medication___________________________________________________________________________
Dose_________________________Route______________________Time_______________________

Reason medication was prescribed (condition it treats) ________________________________

_____________________________________________________________________________________

Describe the error and how it occurred (use reverse side if necessary):

Parent/Guardian notified:     Yes      No 
 Date: ______________ Time: ________________
Licensed Prescriber notified:  Yes   No
Date: ______________   Time: ________________

Other Person(s) notified: ___________________________________________________________
Describe the outcome/any instructions for the center to follow:

Signature__________________________________________________Date__________________
Name: ________________________________________________Title______________________
Copies: 
Child’s record
        Health Manager           Supervisor
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