GATES COUNTY SCHOOLS

MEDICATION AUDIT CORRECTIVE ACTION PLAN

SCHOOL _______________________

DATE__________________________


Total number of medications audited:  ________________

Compliance rate (corrections not needed):  ________________

Not in compliance rate (corrections needed):  ________________

Audit results are attached.

Corrections need to be made within two weeks of audit date by the medication person(s) involved.

The school nurse may be consulted in resolving corrections as needed.

Audit results have been shared with the medication person(s) as noted on the audit form.

If corrections have not been made after two weeks, the school nurse will inform the principal of the deficiencies in writing.  

The school nurse has shared this corrective action plan with me.  

Signature of Principal _____________________________________________

Signature of School Nurse _________________________________________

1 copy to Principal

1 copy to School Nurse

