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245D HCBS SAMPLE FORM

Medication Administration Review Record 

REQUIREMENTS FOR USE OF THIS SAMPLE DOCUMENT:  245D license holders are responsible for modifying this sample for use in their program. At a minimum, you must fill in the blanks on this form. You may modify the format and content to meet standards used by your program. This sample meets compliance with current licensing requirements as of January 1, 2014. Providers remain responsible for reading, understanding and ensuring that this document conforms to current licensing requirements. DELETE THIS HIGHLIGHTED SECTION TO BEGIN MODIFYING THIS FORM. 

Person name: 












Program name:  











Date of review of medication administration record:   



 (must review at minimum every 3 months)
The program must review the following:
1. Are all current medications listed correctly in the medication administration record, based on current prescription label or prescriber’s current written or electronic order? 

( Yes

( No 
If no, document discrepancies below and correct the medication administration record, as needed. 

2. Were medication administration errors discovered during the review?

( Yes

( No 

If yes, complete the section below for each discovered error.  
Date of error:  








Date error was discovered:  






Name of person who made the error:  





Medication or treatment error that occurred:  




Who was notified regarding this error:  





3. Was a pattern of medication administration errors identified? 
( Yes

( No 

If yes, develop and implement a plan to correct the identified patterns. [insert documentation of the plan to correct medication administration error patterns, including who will develop and implement the plan and when this will occur] 
___________________________________________________________________________________________

Name and signature of person completing the review






Date
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