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Medication Incident Report
Date of Report: _______________________    

Name of person completing this report: ______________________________________

Signature of person completing this report: ___________________________________

Child’s Name: __________________________________________________________

Date of Birth: ________________________  Classroom: ________________________

Date incident occurred: ________________  Time Noted: _______________________

Person Administrating Medication: _________________________________________

Prescribing Health Care Provider: __________________________________________

Name of medication: _____________________________________________________

Dose: _____________________________
Scheduled Time: __________________

Describe the incident and how it occurred: ____________________________________

______________________________________________________________________

Action taken/intervention: _________________________________________________

Nurse or Consultant notified:
YES      No 
Date: __________ Time: ___________

Parent/Guardian notified          
YES      No 
Date: __________ Time: ___________


Name of the parent/guardian that was notified: ________________________________

Other persons notified: ___________________________________________________

Follow-up and Outcome: __________________________________________________

______________________________________________________________________

Site Manager Signature: _________________________ Date: ___________________


