School Health Medication Error Report Form
Massachusetts Department of Public Health
Purpose: 
To track all medication variances resulting in serious illness requiring medical care. 

To improve the quality of medication administration practices in schools.
Regulatory  Requirement: 

Medication errors, as defined in 105 CMR 210.005(F) (5), resulting in serious illness requiring medical care shall be reported to the Department of Public Health……105 CMR 210.009(6) (B).
Instructions: 
For ALL variances, notify your nurse leader/ supervisor and principal/ superintendent immediately.
Complete form if medication error resulted in serious illness or required medical care. 

1. Form to be completed by the School Nurse Leader, or School Nurse.

2. Notify MDPH School Health Unit via fax: (617) 624 6062 within 24 hours and 


3. Mail Medication Error Report Form to: 
School Health Services
             MDPH, School Health Unit

             250 Washington St. (5th Floor)
Boston, MA 02108-4619 
Diversion:

All incidents of suspected or tampering of drugs should be reported to the local police as well as the MDPH, Drug Control Program……105 CMR 700.005(D)

Link: http://www.mass.gov/eohhs/gov/departments/dph/programs/hcq/drug-control/drug-diversion/drug-incident-report-form-and-protocol.html
MDPH School Health Medication Error Report Form
School District:                                      

Incident Occurred at (Name of school): 
                                     School address:
 

School registered with MDPH for medication delegation?       Yes  No 




                                     If yes, please specify type:      Full Registration         Field Trip     


Date of Incident:  ______/_____/_______
Time of Error:  _________    AM    PM  
                              Month / Day / Year

Person affected:    Student  Staff Other      Gender:  M  F 
                                Age: _____ years      
Location of error:   Classroom       Health Office        Field Trip         Other  

 If other, please specify:        











Error made by:  Name:


 Position:  



Medication Administration Variance
Incident type:









Wrong dose Wrong medication Wrong Route Wrong time Wrong individual  



Licensed Physician/Practitioner’s order:






Briefly describe what happened, probable precipitating factors that may have contributed to variance, and note if student/individual exhibited manifestations of adverse reaction/harm:




























Please indicate all who were notified: 

Parent/Guardian                            Superintendent Principal  
Nurse Leader Primary Care Provider                     School Physician      
Disposition:

Student/Staff/Visitor Incident Outcome: 










Transferred to Emergency Room:        Yes        No    If yes, discharged after_______ hours     
Hospitalized:      Yes      No     Hospitalization date:                        Discharge date: 


Did a debriefing meeting occur?    Yes      No    Other: 

Recommendation for change(s): 
Protocol               Policy               Education Information sharing        None 
Comments: 







MEDICATION ERROR REPORT FORM COMPLETED BY:
Name:                                                                      Title:

              

Date:                    /       /


                   Month     / Day    / Year                                                          

Phone number:                                      Ext:                     Work         Cell                                                                         


E-mail address: 

Date sent to MDPH School Health Unit:  _____________
DO NOT WRITE IN BOX BELOW




MDPH School Health Unit Follow-Up:





Date Received:  





Reviewed by:	  


	


Report of Follow-up: 														 
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