
Pharmacy Report of Improper Drug Dispensing  

Department of Public Health 
Division of Health Professions Licensure 

TEL (617) 973-0960 FAX (617) 973-0985 TTY (617) 973-0895 
 

For Board Use Only: 
 

INV/ COMP # 

Resulting in Serious Injury or Death 
 

Pursuant to M.G.L c. 112, s. 39D and 247 CMR 6.14 and 15.05, this report must be filed within fifteen (15) business days of the pharmacy discovering or being 
informed of any improper drug dispensing that results in serious injury (as defined in 247 CMR 6.14) or death.  The pharmacy shall retain all documents, labels, 
vials, supplies, substances and internal investigative reports relating to the event.  All such items shall be made available to the Board of Registration in Pharmacy 
upon request. 
 
Please Print All Information Clearly and Use One Form for Each Event 
 

Name of Pharmacy: ____________________________________________________________ Reg. No. ____________________ 

Address: _________________________________________ City: ______________________ State: ______ Zip: __________ 

Prescription Number: __________________________  New Prescription   or     Refill Prescription 

Date and Time Drug Dispensed: ___________________________ Date and Time Error Discovered: __________________________ 

Manager of Record: _____________________________________________________________ Reg. No.: ____________________ 

Name(s) of Staff Involved: _________________________________ Title: _________________ Reg. No.: ____________________ 

 _________________________________ Title: _________________ Reg. No.: ____________________ 

 _________________________________ Title: _________________ Reg. No.: ____________________ 

Patient Name: ___________________________________________ □ Male □ Female Age: ___________ 

Medication PRESCRIBED: __________________________________ Quantity: ________ Strength: ________ Form: ________ 

Medication DISPENSED: ___________________________________ Quantity: ________ Strength: ________ Form: ________ 

Type of Medication Error Involved: 
 Incorrect Patient  Incorrect Medication    Incorrect Strength 
 Incorrect Directions  Incorrect DUR   Incorrect Counseling 
 Other _____________________________________________________________________________________________ 

 

Description of Drug Dispensing Error and Outcome:  _________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Action/Intervention by Pharmacy:  ________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

I certify that the foregoing information is correct to the best of my knowledge and belief.  I further certify that I am the individual listed below and 
that I completed this form.  
 
_____________________________________ ____________________________________ ____________________ 
Print Name Title     Date 
 
___________________________________________________ _________________________________________________ 
Signature   Contact Phone # 
 

Upon discovery of improper dispensing resulting in serious injury or death, immediately call the 
Board of Registration in Pharmacy at 617-973-0960.  Within 15 business days of discovery, a signed 
copy must be scanned and emailed to DHPL-OPP.ADMIN@massmail.state.ma.us. 

mailto:DHPL-OPP.ADMIN@massmail.state.ma.us

