CONFIDENTIAL


Prescription and Over-the-Counter Drugs

Post-Accident Investigation

This Rx/OTC form should be completed anytime the initial accident investigation indicates that prescription or OTC drugs could be a contributing factor to the accident.  The information obtained should be kept confidential and is considered a medical report and afforded the same protections.

Do not ask the employee the “reason” they were/are taking a specific drug.  However, if the employee volunteers information, this information should be noted.

Date:





Time:







Accident Location:











Accident Identification:









Safety-Sensitive Employee:










Please list all prescription and OTC drugs that you are currently taking or have taken within the past 7 days.  Fill out a copy of the Medication Information Form for each of the listed medications.

Prescription Medication

1.













2.













3.













4.













5.













6.













7.













Overt-the Counter Medication

1.













2.













3.













4.













5.













6.













7.













Medication Information Form

1a)
Name of medication:









1b)
How much do you take (dosage)?







1c)
How often do you take it (frequency)?







1d)
How long have you been taking this medication?






1e)
For prescription medications, is the prescription in your name?



1f)
When was the last time you took a dose?







How much did you take?








1g)
Did you take a dose prior to the last one?








How much did you take?








1h)
How many times have you taken it in the last 7 days?





1i)
Did you experience any side effects?  If so, describe:







When did the side effects first appear?








When did the side effects disappear?







1j)
Have you discussed the use and potential side effects of this prescription/OTC medications with your physician?








If yes, when?











Is the doctor aware of your safety-sensitive job duties?





Describe:











1k)
Have you discussed the use of this prescription/OTC medication with your 
pharmacist?

If yes, who?








When?













Is the physician/pharmacist aware of your safety-sensitive job duties?



Describe:










Do you have the medication with you?  If yes, write down the information from the label.  If not, ask for the following information:

Name of medication (exactly):









Expiration date:











Dosage information (exactly):








Note any warning labels:










Form:
Pill
Capsule
Gelcap
Liquid
Other

Place of purchase:











Pharmacist name (if applicable):




Phone #:



