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Part I, II, IIa, III completed and sent to Nurse Trainer within 8 hours 

Nurse Trainer review and sign with in 24 hours

Completed form due to CB the morning of the next business day

Community Bridges Medication Occurrence Report

I) Person Discovering Occurrence: ________________________Discovery Date/Time: ____________________

Agency and Program: _______________________ Person affected by occurrence: _______________________
Describe the occurrence including the name and dose, frequency and route of the medications involved:

	

	

	

	

	


Signature: ________________________
Presumed date of occurrence: __________ Time: ________

Initial oral report of occurrence made to: 

Mgr. In charge at time of incident:


_________________________________
___________________________________

II) Instructions given by licensed personnel and or nurse trainer to person reporting occurrence:

	

	

	

	

	

	


(IIa)
Date and Time Notification was made to licensed person or nurse trainer:


DATE: ___________________

Time: ____________________

Medical intervention: (yes (no 
1) Physician call( and/or visit(

(2) Lab work or other test (
(3) Clinical visit (
(4) Emergency Room Visit (
(5) Hospitalization( 

(6) Other- Describe: ______________________________________________________________________

Medical outcome: ________________________________________________________________________
III) Description and Action taken by the authorized provider who made the occurrence: 

 
Name: ___________________________________
Position: __________________________________


Date and Time of Occurrence: _________________________


Describe how and why the occurrence happened and what should be done to prevent re-occurrence:


	

	

	

	

	


Signature: ________________________________________

IV) Nurse Trainer Follow-up Report (Completed by RN):


Corrective action to prevent a recurrence of the occurrence:


Individual supervision:


	

	

	

	

	



Medical Response and outcome:

	

	

	

	

	



System response:

	

	

	

	

	



Signature: _____________________________________ RN ______ Date: _________________________

V) Program Director Review:

Corrective action to prevent a recurrence of the occurrence:  (review authorized provider and nurse trainer 
response)

	

	

	

	

	



Signature: _____________________________________ Name: _________________________

  
Cc: Program Manager (name and date notified): _______________________________________

Case Manager (name and date notified):
 _____________________________________________

Area Agency QA (name and date notified): ___________________________________________

Other (name and date notified): ____________________________________________________

Revised November 29, 2010
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