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MEDICATION INCIDENT REPORT
This form MUST be completed on each occasion where there is an incident  involving Service Users’ medication/s.

Service User’s name:   	_____

Parent/guardian’s name and contact details:   	_____


Name of Medication/s and details of correct administration of the medication/s (e.g., dosage, time, frequency):

___________________________________________________________________________

___________________________________________________________________________

Details of Incident

	Name of Medication
	Incident (e.g., missed medication, wrong medication, incorrect dosage, given to wrong person, refusal to take medication, etc)
	Factors (if any) contributing to incident

	
	
	

	
	
	



Was medical assistance sought/required? Any other relevant details:

___________________________________________________________________________

___________________________________________________________________________


Has Service User’s family/guardian been notified of incident?    YES  NO 

If YES, give details (staff member notifying, name of person notified, date, time): 	______






If NO, why not?

___________________________________________________________________________

Further action required/date action completed:

___________________________________________________________________________

___________________________________________________________________________


Name, Position and signature of person completing form:

___________________________________________________________________________

Date: _______________	


Name and Signature of Service Manager:

___________________________________________________________________________

Date: _______________
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