Medication Incident Report

Date of report

Child’s name

Date of birth

Date incident occurred

Person administering medication

Prescribing health care provider

Name of medication

School/center
Name of person completing this report
Signature of person completing this report
Classroom/grade
Time noted
Scheduled time

Dose

Describe the incident and how it occurred (wrong child, medication, dose, time, or route?)

Action taken/intervention

Parent/guardian notified? Yes No

Date Time

Name of the parent/guardian that was notified

Follow-up and outcome

Administrator’s signature

Adapted with permission from Healthy Child Care Colorado.






