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Medication Administration Incident Report

                                                     Today’s Date______________________

Name of School_________________________________________________________________

Name of Student___________________________________ Birthdate: ___________________

Date and time of incident_________________________________________________________

Name of person administering medication____________________________________________

Name of medication and dosage prescribed: __________________________________________

Describe incident and circumstances: _______________________________________________

 ______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

Describe action taken: ___________________________________________________________

______________________________________________________________________________

Persons notified of incident:

Supervisor____________________________________________________________________

Principal _____________________________________________________________________

Parent _______________________________________________________________________

Physician (if applicable)_________________________________________________________

Other (if applicable)  ____________________________________________________________

Signature (person completing incident report) ________________________________________

Follow-up information if applicable:________________________________________________
__________________________________________________                          _______________________

    School Nurse Signature






Date


