MEDICATION ERROR REPORT

PATIENT NAME/ID#________________________________________________________________

DATE OF INCIDENT________________________

CIVILIAN PRESCRIBER_____________________________NOTIFIED??________________________

MILITARY PRESCRIBER____________________________NOTIFIED??________________________

PERSON MAKING ERROR______________________________________

PERSON DISCOVERING ERROR & DATE_________________________________________________

DESCRIPTION OF ERROR_______________________________________________________________

ACTION TAKEN TO RECTIFY ERROR____________________________________________________

OTHER RELEVANT INFORMATION:____________________________________________________

ERROR CHARACTERISTICS FOR TRENDING:

1. Drug______________________________________________________________________________

2. Staffing____________________________________________________________________________

3. Double check/Bagging Error___________________________________________________________

4. Sound alike/look alikes_______________________________________________________________

5. Calculations/wrong strength___________________________________________________________

6. Computer entry error: Patient name__ Drug/strength__ Directions__

7. Handwriting illegible_________________________________________________________________

8. Location: Clinic area outside pharmacy__ Ward__ Civilian prescription__ Immunizations__

9. Time of day_________________________________________________________________________

10. Civilian/military prescriber____________________________________________________________

11. Computer system dysfunctional ________________________________________________________
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