DIVISION OF CHILD AND FAMILY SERVICES

Desert Willow Treatment Center
Medication Variance Investigation Form
Patient Name:______________________________________Unit:________________________

Date/Time of Incident:___________________________________________________________

Employee discovering the error:____________________________________________________

Employee making the error:________________________________
Shift:_____________

TO BE COMPLETED BY PERSON FINDING THE ERROR

1. Describe the error:____________________________________________________________

____________________________________________________________________________________________________________________________________________________________

2.  How was the patient affected by the error?_________________________________________

____________________________________________________________________________________________________________________________________________________________

3. Physician notified:_________________________________  Date/Time:________________

4. Comment of physician:________________________________________________________

______________________________________________________________________________

TO BE COMPLETED BY PERSON MAKING ERROR

5. Describe the cause of the error:_________________________________________________

____________________________________________________________________________________________________________________________________________________________

6.  What are the potential side effects caused by this medication?__________________________

____________________________________________________________________________________________________________________________________________________________

7.  Suggestions for prevention of this type of error:_____________________________________

____________________________________________________________________________________________________________________________________________________________

Signed:_________________________________________
Date:_________________________

TO BE COMPLETED BY SUPERVISOR

Comments of Investigating Supervisor: ___________________________________________________________________________________________________________________________________________________________   Signed:_________________________________________  Date:_________________________
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