The Royal Children’s Hospital

Drug of Addiction Discrepancy Report

1. Notify pharmacy (ext 5490) during work hours regarding occurrence of incident and leave a contact name for reference.

2. Detail incident in Drug of Administration Book on ward.

3. Complete this report.

4. Retain a photocopy on the ward .

5. Send the original to ‘Deputy Director of Pharmacy’, Pharmacy within 24 hours of the incident.

Ward: ______________________

Date and time incident discovered: _____________________________ @ ______________

Date and time of last balance check: ____________________________ @ ______________

Drug Involved: _____________________ Form: ________ Strength: _________ Qty: ______

Name of Patient (if relevant): _____________________________ UR: __________________

Name of person who first discovered discrepancy: __________________________________

Name of Witness: ___________________________________________________________

Description of Incident: _______________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Incident Recorded in Drug of Addiction Administration Book  on ward

Book Number: ____________________________ Page Number: ______________________

Signature of Nurse in Charge: _______________________________ Date: ______________

What Action was taken: _______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature, Reporting Pharmacist: _______________________________ Date: ___________

Signature, Director of Pharmacy: ________________________________ Date: __________

