
                   CONFIDENTIAL AND PRIVILEDGED
DO NOT RELEASE

MEDICAL INCIDENT FORM


              Bluebonnet Trails Community Services
	County:
	Last Name:
	First & MI:



	Client ID:
	Employee ID:
	Name of Medication:


	Ordered Dose & How Often:



	Date Occurred:
	Time Occurred:
	Date Reported:
	Time Reported:

	General Area Where Incident Occurred:
Group Home                Furlough

Foster Home                Other    

MH Program               MR Program
	Specific Location (Name of Group or Foster Home or Address of Furlough):
	Describe “Other”

	Type of Medication Occurrence/Error: (circle one):

Wrong Medication Taken

Wrong Amount of Medication Taken

Missed Dose

Other:______________________________________________
	Cause of Medication/Medical Incident: (circle one):

Medication Error

Hospitalization or ER visit (where___________________)

Communicable Disease (reported to TDH?  Yes   No)

Death

Other_______________________________________________



	Party Responsible for Medication Error: (circle one, and describe with name(s)):

Group Home Staff____________________________________

Foster Home Provider_________________________________

WAC/DAC/RAC/WTC Staff___________________________

Furlough Provider____________________________________

Other_______________________________________________
	Death Only: (You must also complete Death of 

Person Served Form and attach)

Any reason to suspect death Occurred under unusual 

Circumstances  ?  - yes   - no

Circle One:  1. Suspicion of/Suicide, 2. Unnatural 

death, 3.No witnesses, 4.  Suspicion of/Unlawful

death, 5.  Within 24 hours of admission, 6.  Other _______________________________________________



	Describe Medical Incident in detail:    _____________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

What Nurse did you call when error was discovered?_________________________________________________________

Error Reported or Discovered By:__________________________________Work Phone____________________________



	SUMMARY OF ACTION 

	Did Nurse notify physician?  Yes  No  If yes, please describe date/time________, orders: _______________________________________________________________________________________________________

Recommendations/Comments:  _______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Program Nurse: _______________________________________________________________________Date:_____________



	ADMINISTRATION

	Center Director: __________________________________________________________________________
_______________________________________________________________________Date:______________


	QAIS Nurse:  ___________________________________________________________________________
_______________________________________________________________________Date:_____________


	Safety Officer: ________________________________________________________________________Date:______________






8/13/2010

