State of Connecticut DDS – Medication Error Report -  255m 




	1 - Client Name*:  
	     
	DDS#:
	     
	DDS Case Mgr Name: 
	     

	     Med Error(s) Initial incident      Date:   /  /          Time:    :       FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm

	     Med Error(s) Corrected             Date:   /  /           Time:   :       FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm

	   Responsible Provider:  
     
Date of this Report:
   /  /    


	   Responsible Program*: 

     
 FORMCHECKBOX 
Res,   FORMCHECKBOX 
 Day,   FORMCHECKBOX 
 Other

Rdid#: 

     


	If not directly at responsible program*:  FORMCHECKBOX 
 COMmunity,  FORMCHECKBOX 
 Fam Home Visit,  FORMCHECKBOX 
 RECreation/leisure,  FORMCHECKBOX 
 VEHicle,  FORMCHECKBOX 
 OTHer:      


	 2 - Unusual:                            Medication Error Type*    (check one only)

	   FORMCHECKBOX 
 Med Charting Error
	 FORMCHECKBOX 
 Med Transcription Wrong Dose
	 FORMCHECKBOX 
 Med Transcription Wrong Time
	 FORMCHECKBOX 
 Med Wrong Medication

	   FORMCHECKBOX 
 Med OMission
	 FORMCHECKBOX 
 Med Transcription Wrong Med
	 FORMCHECKBOX 
 Med Wrong Client
	 FORMCHECKBOX 
 Med Wrong Route

	   FORMCHECKBOX 
 Med Order Expired
	 FORMCHECKBOX 
 Med Transcription Omission
	 FORMCHECKBOX 
 Med Wrong Dose
	 FORMCHECKBOX 
 Med Wrong Time

	   FORMCHECKBOX 
 Med Transcription Wrong Client
	 FORMCHECKBOX 
 Med Transcription Wrong Route
	 FORMCHECKBOX 
 Med OTher Error:      


	3a – Errors 
Medication/Treatment*
	Dose*
	Error Description*
	Start Date*
	Total Errors

	
	Time*
	
	Last Date*
	

	                           
	     
	       
                                                                  
	   /  /    
	  

	
	   :      FORMCHECKBOX 
 Am  FORMCHECKBOX 
 Pm
	       
	   /  /    
	

	     
	     
	       
                                                                  
	   /  /    
	  

	
	   :      FORMCHECKBOX 
 Am  FORMCHECKBOX 
 Pm
	       
	   /  /    
	

	     
	     
	       
                                                                  
	   /  /    
	  

	
	  :      FORMCHECKBOX 
 Am  FORMCHECKBOX 
 Pm
	       
	   /  /    
	

	     
	     
	       
                                                                  
	   /  /    
	  

	
	   :      FORMCHECKBOX 
 Am  FORMCHECKBOX 
 Pm
	       
	   /  /    
	


	3b - Reason/Explanation for error:       

	     

	          

	Copies attached:  FORMCHECKBOX 
 Medication Administration Record(s),  FORMCHECKBOX 
 Physician Order(s),  FORMCHECKBOX 
 Other:       

	
	Original Date
	Original Time
	Rescheduled Date
	Rescheduled Time

	  If Dose Rescheduled :
	  /  /    
	  :        FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm
	  /  /    
	  :      FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm


  Medical Treatment Required (due to Med Error)?:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  (if yes, a client incident report #255 must also be completed)

  Nurse/Medical Notified,  Name:         Date:   /  /     Time:   :      FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm                                                                  
	

	 FORMCHECKBOX 
 Name of the PERSON RESPONSIBLE for the ERROR written on the bottom of the SUPERVISING RN COPY ONLY!! 

	  Reporter's Name/title:     

	Reporter’s Relationship to client:  FORMCHECKBOX 
 Family, 
	 Abuse / Neglect suspected?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if  “yes”; Reported:   /  /      to:       

	 FORMCHECKBOX 
 Self,  FORMCHECKBOX 
 Staff,  FORMCHECKBOX 
 Other:      
	Person Completing form Signature: ___________________________________


	4 -  Administrative Review/Follow-Up

	Prescriber Notified: Name:          Date:   /  /     Time:    :     FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm

	Guardian/advocate Notified (as appropriate):         Date:     /  /     Time:    :       FORMCHECKBOX 
 Am    FORMCHECKBOX 
 Pm

	Review
	Comment
	Signature
	Date

	Primary Care Nurse
	                                                                                                            
	
	

	Staff Supervisor
	     
	
	

	RN Supervisor
	     
	
	

	Other:
	     
	
	

	 FORMCHECKBOX 
 Error due to Staff Action/Inaction, FORMCHECKBOX 
 Omission Unavoidable (late returning from family home, etc),  FORMCHECKBOX 
 Other:      

	 FORMCHECKBOX 
  Client file,   FORMCHECKBOX 
  DDS data entry,  FORMCHECKBOX 
  Supervising RN    (*)=CAMRIS fields, CAMRIS entered on    /  /     by:     (rev 7/24/09 tth)

	  

	

	5 - Name(s)/Title(s) alleged to be Responsible for error(s), or write “UnKnown”:

	     
	                                                         











