DRAFT 2/12/2025
STUDENTS	X$09.2241 AP.23
Medication Administration Incident Report
Name of Student:								 DOB:			
Name of School:											
Date of incident:					Time of incident: 				
Name of person administering medication: 								
Name of medication and dosage:	
Describe circumstances leading to error:
Poison Control (589-8222) notified?	Yes 		No
If yes, what instructions were given regarding this incident?
Describe actions taken
Assessment of student:
Persons notified of error: (include name and time of notification)
Campus Nurse:						Office Manager: 			
District Nurse:												
Principal or Administrator:										
Parent: 									Time: 			
Physician (if applicable): 										
Signature of person (S) completing report:								
*****************************************************************************
District Office Review/Actions Taken
Follow-up information (if applicable):
Cc: Student Cumulative Folder, District Health Services

	Student’s Name ______________________________ ____________________ _____________
	Last Name	First Name	Middle Initial
Student’s Address __________________________________________ _________ __________
	City	State	ZIP Code
Student’s Age ______	Date of Birth ________	Student’s Phone Number ____________
Grade ________ School Name____________________________


To be completed in ink by school personnel in the event that an error is made in administration of medication
Name of person administering medication: ___________________________________________
Name of medication/dosage/route prescribed: _________________________________________
Time(s) to be given: ____________________________________________________________
Type of medication error: (check all that apply)
	 Medication administered to incorrect student
	 Medication administered at incorrect time

	 Incorrect dosage of medication administered
	 Incorrect medication administered

	 Incorrect documentation provided
	 Other


Description of error: _____________________________________________________________
Date and time of error: ________________________________ ____________ AM  PM
Dosage given: __________________________________________________________________
Describe circumstances leading to error: _____________________________________________
______________________________________________________________________________
Explain action taken: ____________________________________________________________
______________________________________________________________________________
Reaction(s): ___________________________________________________________________
______________________________________________________________________________
Persons notified of error:  School Principal  School nurse, if appropriate  Physician
	 Poison Control Center  Parent/Guardian 
	 Other, _________________________________________________
_______________________________________________________ _____________________
	Signature of Person Completing the Report		Date
_______________________________________________________ _____________________
	Principal’s Signature	Date
Follow-up notes, if applicable: ____________________________________________________
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