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MEDICATION ERROR REPORT/MEDICATION INCIDENT 
All Class B & C errors must be reported to DCF Risk Management
(DCF.Riskmanagement@ct.gov)  Fax: (860)550-6482
	PROGRAM NAME:
  

	Client Name:


	DOB:
	Gender
	 FORMCHECKBOX 
F   FORMCHECKBOX 
 M
	LINK #:

	DCF Social Worker or Parole Officer:


	Area Office:

	Incident Date:
	Incident Time:
	 FORMCHECKBOX 
AM      FORMCHECKBOX 
PM
	Error By:   FORMCHECKBOX 
 Nurse    FORMCHECKBOX 
 Staff   FORMCHECKBOX 
 Guardian

	Staff Assigned to Administer Medication:



	Medication Name, Dose, & Directions:

	Error Type

(Please check all that apply)

	DESCRIBE THE ERROR IN DETAIL  include any precipitating factors and any adverse effects identified as a result of the error
	CLASS A
	 FORMCHECKBOX 


	
	Administration Not Documented on MAR
	 FORMCHECKBOX 


	
	Inadequate Supply of Meds
	 FORMCHECKBOX 


	
	No Error Report Written
	 FORMCHECKBOX 


	
	Transcription Error
	 FORMCHECKBOX 


	
	Pharmacy Error
	 FORMCHECKBOX 


	
	Other:
	 FORMCHECKBOX 


	
	CLASS B 
	 FORMCHECKBOX 


	
	Med Not Given- Omission 
	 FORMCHECKBOX 


	
	Incorrect client given med
	 FORMCHECKBOX 


	
	Incorrect med given
	 FORMCHECKBOX 


	
	Incorrect dose given
	 FORMCHECKBOX 


	
	Med given at wrong time
	 FORMCHECKBOX 


	
	Med given via wrong route
	 FORMCHECKBOX 


	
	Improper med storage
	 FORMCHECKBOX 


	
	Improper med disposal
	 FORMCHECKBOX 


	
	Pharmacy Error-Wrong Med
	 FORMCHECKBOX 


	
	Other:
	 FORMCHECKBOX 


	
	CLASS C
	 FORMCHECKBOX 


	
	Error w/client to ER
	 FORMCHECKBOX 


	
	Error w/ client hospitalized
	 FORMCHECKBOX 


	Notification to Medical Staff:    FORMCHECKBOX 
  Nurse  FORMCHECKBOX 
   APRN    FORMCHECKBOX 
  MD
	Error w/serious harm 
	 FORMCHECKBOX 


	Name:
	Date:
	Time Notified:                FORMCHECKBOX 
AM  FORMCHECKBOX 
PM
	Record falsification
	 FORMCHECKBOX 


	Directions Given:
	Error  resulting in death
	 FORMCHECKBOX 


	
	Other:
	 FORMCHECKBOX 


	

	

	

	Actions Taken:

	

	

	

	

	Notifications:  C=Made Phone Contact;   M=Left Phone Message

	 FORMCHECKBOX 
 Guardian: Name:                                                                               
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 Clinician: Name:                                         Title:                                  
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 Supervisor: Name:                                     Title:     
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 Director: Name:                                                                                 
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 DCF Hotline: Name of Worker:                                                          
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 DCF SW: Name of Worker:                                                                
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	 FORMCHECKBOX 
 Executive Director:  Name:
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
	 FORMCHECKBOX 
C  
	 FORMCHECKBOX 
M

	Staff Signature:
	Date:

	Supervisor Signature:
	Date:

	Program Director Signature:
	Date:

	Steps to be taken to address error/avoid similar future errors:

	
	

	
	

	Supervising Nurse Signature:
	Date:

	Report faxed to DCF RM (860) 550-6482 
	By:
	Date:             
	Time Notified:                 
	 FORMCHECKBOX 
AM     
	 FORMCHECKBOX 
PM   
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