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Hull Public Schools 
 

MEDICATION ERROR REPORT 
 
 
Date  _______________School ____________________ Prepared By___________________________ 
 
Name of Student _____________________________________________________________________ 
 
Date of Birth __________________Sex __________ Grade _________ 
 
Home Address _______________________________________________________________________ 
 
Phone Number _______________________________________________________________________ 
 
Date Error Occurred _____________________________________Time Noted ___________________ 
 
Person Administering Medication __________________________ Position ______________________ 
 
Licensed Prescriber ___________________________________________________________________ 
 
Address _______________________________________________Phone ________________________ 
 
Reason Medication was Prescribed _______________________________________________________ 
 
Date of Order ________________Instructions for Administration_______________________________ 
 
Medication Name ___________________Dose _________Route _______Scheduled Time __________ 
 
Describe the error and how it occurred (use reverse side if necessary) 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Action Taken 
 
Licensed Prescriber Notified:  Yes ___  No ___  Date _______________Time ___________ 
 
Parent/Guardian Notified:        Yes ___  No ___ Date _______________Time ____________ 
 
Other Persons Notified:  _______________________________________________________ 
 
Outcome:  ___________________________________________________________________ 
 
 
Name:  _______________________________________________________Date _________________ 
 
Signature______________________________________________________Title _________________ 
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