
 

 
 
 
 
 
Vaccine Incident/Error Reporting Form 
 
1. CLIENT INFORMATION (Please fill out dates using the format DD/MM/YY) 
Name: ________________________________        DOB: 
Parents/Guardian: _______________________   
Community:  ___________________________       Incident Date: ________________________       
Vaccine(s) Involved: _____________________   
 
2. TYPE OF INCIDENCE   (circle correct or describe):   

Vaccine: _________________ Expired: ______________ Scheduling error: _____________ 
Dosage: ________________    Wrong Dose: __________ Double Dosed:  _______________ 
Administration: _________ Route: _______ Given too early: _______ Given too late: ____ 

Other: (describe)   
_______________________________________________________________ 
______________________________________________________________________________ 
 
3. Who was involved?   

CHN   LPN                Nsg Student   Others (Specify) 
 
4. DESCRIBE WHAT HAPPENED AND ANY IMMEDIATE ACTIONS:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
5. CONTRIBUTING FACTORS   (eg. busy clinic, distractions, chart access) 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
6. REPORTERS RECOMMENDATIONS TO AVOID FUTURE INCIDENTS:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
7. ACTIONS TAKEN: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
8. NOTIFICATION (complete according to policy) 
1. Date Client/Guardian notified:          

2. Date Supervisor notified:  
3. Date Public Health Nurse/MHO Notified:  
    
            

Please fill out dates using 
format below:  
DD/MM/YY  



 

 
 
 
 
 
9. Condition of Client  
 
___ No change in  
___ Minor:  temporary systemic or localized response; no ongoing complications 
___ Major: Required immediate medical intervention 
 
** Please fax completed form to your Nursing Supervisor and the NITHA Public Health 
Nurse at 306-953-5020.  
 
Report completed by: ___________________ Signature: ___________________  
Date: ______________ 
 
Nursing Supervisor: ____________________ Signature: ___________________  
Date: ______________  
 
 

RECOMMENDATIONS FROM NITHA MHO/NITHA PHN: 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 
 

 

 

 

 

 

NITHA MHO/NITHA PHN:__________________  SIGNATURE:_______________  DATE:_______ 


