New Haven Assisted Living & Memory Care 

MEDICATION ADMINISTRATION INCIDENT REPORT

Name of Resident: ___________________________________ DOB ___________________
Incident discovered by: _______________________________ Date: ___________________
Date of Incident: ____________________________________

Type of incident (check the appropriate):
_____ Medication not administered as ordered
_____ Medication administered to the wrong RESIDENT
_____ Failure to document medication appropriately
_____ Adverse drug reaction (ex.. allergic reaction)
_____ Other (please specify): _____________________________________________________

Employee’s Statement

Person(s) involved: ______________________________________________________________
Remarks by person(s) committing violaton: __________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of person committing incident: _______________________ Date: ________________

Nurse Notified: __________________________________ Date: __________________________
Time: _________________________________________

Administrator Notified: ___________________________ Date: __________________________
Time: _________________________________________

Family Notified: Yes or No   Date: __________________________________ Time: ___________
Name: ________________________________________ Phone # ________________________

Physician Notification
Physician Notified: Yes or No Date: ________________________________ Time: ____________
Physician’s response/Orders: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reviewed and signature obtained:
Facility Nurse:___________________________________ Date: ____________________________________
Administrator:___________________________________ Date:____________________________________
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