
Was the medication administered to or used by the patient? ❏ No  ❏ Yes  Date and time of eve n t :

What type of staff or health care practitioner made the initial error? 

Describe outcome (e.g., death, type of injury, adve rse re a c t i o n ) .

If the medication did not reach the patient, describe the interve n t i o n .

Who discove red the erro r ?

When and how was error discove re d ?

W h e re did the error occur (e.g., hospital, outpatient or re tail pharmacy, nursing home, patient’s home)? 

Was another practitioner invo l ved in the error ? ❏ No  ❏ Yes  If ye s, what type of pra c t i t i o n e r ?

Was patient counseling prov i d e d ? ❏ No  ❏ Yes  If ye s, befo re or after error was discove re d ?

A copy of this report is routinely sent to the Institute for Safe Medication Practices (ISMP), to the manufa c t u re r / l a b e l e r, and to the Food and Drug
Ad m i n i s t ration (FDA). USP may release my identity to:  (check boxes that apply)

❏ I S M P ❏ The manufa c t u rer and/or labeler as listed above ❏ F DA ❏ Other persons requesting a copy of this re p o r t ❏ A n o nymous to all

USP MEDICATION ERRORS REPORTING PROGRAM
P resented in cooperation with the Institute for Safe Medication Practices 

The USP Practitioners’ Reporting NetworkS M is an FDA M E DWA T C H partner 

If a product was invo l ved, please complete the fo l l ow i n g :
Product #1 Product #2

B rand name of product invo l ve d _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Generic name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

M a n u fa c t u re r _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Labeler (if different from mfr. ) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Dosage fo r m _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

S t re n g t h / c o n c e n t ra t i o n _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Type and size of conta i n e r _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

NDC number _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Reports are most useful when re l evant materials such as product label, copy of pre s c r i p t i o n / o rd e r, etc. can be rev i ewe d .
Can these materials be provided?  ❏ No  ❏ Yes  If ye s, please specify. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Suggest any recommendations you have to prevent re c u r rence of this error or describe policies or pro c e d u res you have instituted to prevent future
similar erro rs.

File Access Number:Date Received by USP:

Your name and title      Telephone number 

Your facility name, addre s s, and Z I P
(include area code)

❏ P OTENTIAL ERROR

S i g n a t u re D a t e

Return to the attention of: 
Diane D. Cousins, R.Ph.
USP PRN
1 2 6 01 Tw i n b rook Pa r k way 
R o c k v i l l e, MD 20852-1790

If ava i l a b l e, please provide re l evant patient information (age, gender, diagnosis, etc.). Patient identification not re q u i re d .

Please describe the erro r. Include sequence of eve n t s, personnel invo l ved, and work environment (e.g., code
situation, change of shift, short staffing, no 24-hr. pharmacy, floor sto c k ) . If more space is needed, please attach separate page.

❏ ACTUAL ERROR

C-194
WEB pdf
10/14/97

Additional forms can be found in the USP DI Vol. I and Vol. III and in all monthly Updates.

Call Toll Free: 800-23-ERROR  ( 8 0 0 - 2 3 3 - 7 7 6 7 )
or FAX 301 - 81 6 - 8 5 3 2
USP home page: http://www. u s p . o rg / p r n


