Incident Report Form 

To be completed by the pharmacist informed of an error that reached a patient

When filling out this form, fill in every blank.  If not applicable, write in N/A. 

Prescription # 
________________

Date/Time event occurred 

_______________

Date/Time event documented 
_______________
Patient Name
________________
Caregiver

________________

Address        
 
________________




________________




________________

Description of Event (in your own words)

How was the matter resolved with the patient or patient’s caregiver to minimize negative impact on patient?

Prescriber 
______________

Phone
#
______________ 
Date/Time Prescriber Contacted____________

Other health care providers contacted 
________________________________

Response/Recommendations from prescriber or others

WHAT CHANGES WILL BE MADE TO PREVENT REOCCURRENCE?

(consider workflow, technology, personnel training, staffing levels; recommend changes; develop measurements to assess your standards) 

Pharmacist informed of event and completing documentation _______________
Other staff involved in reviewing or analyzing event:

_________________________ Position
________________________________

_________________________ Position ________________________________
_________________________ Position ________________________________

_________________________ Position ________________________________
