STATE OF CONNECTICUT

Department of Developmental Services


MEDICATION ADMINISTRATION

SANCTION NOTIFICATION 

TO: _____________________________________________ DATE:__________________________________

               Program Supervisor 

FROM:__________________________________________ DATE OF OCCURRENCE:________________

              RN  Signature  

RE:_____________________________________________WORK SITE:_____________________________     

              DDS Employee and Title  

The employee named above has committed a violation of the medication administration regulations

This is the ⁮1st  ⁮ 2nd  ⁮ 3rd,  ⁮4th  ⁮ 5th  ⁮6h  ⁮7th  occurrence. (indicate one)
This occurrence involves (Check all that apply):        ⁮Class A errors and/or prohibited practices 

⁮ Class B errors and/or prohibited practices       ⁮ Class C error or prohibited practice 

⁮ A pattern of errors or prohibited practices (attach copy of tracking form)

Total number of errors or prohibited practices committed this occurrence: _________________

Attach copy of incident report(s) for this occurrence

This employee received retraining for previous occurrences on (List all dates):__________________________
_________________________________________________________________________________

This employee has/ will receive retraining for this occurrence on: __________________________

Previous level of sanction imposed and date:_____________________________________________
Per the Sanction Process, this employee has met the criteria for sanction at the following level:

Indicate one:      ⁮ Level 1       ⁮Level II         ⁮Level III      ⁮Level IV      ⁮Level V
________________________________________                          _________________________

             Delegating RN Signature                                                                      Date
                     This form is to be returned to the RN after Sanction has been imposed

TO:  ____________________________________RN

⁮Action has been taken that is consistent with the indicated level of the DDS Sanction Process. 

    Notification to Human Resources has been made where indicated.

⁮ Other action taken:_________________________________________________________________
________________________________________                                _________________________

Supervisor Signature and Title                                                                         Date

RN to retain copy of this form until original is completed, signed, and returned; then discard copy and retain original.

Copies:  Nursing Supervisor, and Health Services Director for Level II, III, IV, and V offenses 

Program Supervisor to copy Human Resources- for Level III, IV, and V offenses only                             
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