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Indiana Model Prescription and Over-the-Counter (Rx/OTC) Medication -  Post-Accident  Summary Form
This form is to be completed during the initial accident investigation to document Rx/OTC medication use reported by the safety sensitive employee and reviewed by the Medical Qualification Officer, as required by the Transit System’s Medical Qualification policy.  The information obtained with this document will be kept confidential and is afforded the same protections as a medical report.  

DO NOT ask the employee the “reason” they are/were taking a specific medication.  However, if the employee volunteers the information, it should be noted. 


To be completed by Investigating Supervisor:



                     Safety Sensitive Employee’s Name                                                               Date/Time of Accident



                     Investigating Supervisor’s Name                                                               Supervisor’s Signature 
A post-accident drug and alcohol testing determination form must be completed for all accidents.  Attach a copy of completed determination form with this form.  

 Describe the employee’s behavior at the time of the accident:




To be completed by Employee:
Please list all Rx/OTC medications that you are currently taking or have taken within the past 7 days.   Complete a Medication Information Form for EACH of the listed medications. 

Prescription Medications:





Over-the-Counter Medications:





Rx/OTC Post Accident Medication Information Form


To Be Completed By Employee:

Please provide information on each Rx/OTC medication you are currently taking or have taken within the past 7 days.  THIS FORM IS STRICTLY CONFIDENTIAL.

	1.  Name of Medication
	

	2.  How much do you take? (dosage)
	

	3.  How often do you take it? (frequency)
	

	4.  How long have you been taking this medication?
	

	5.  Is the prescription in your name?
	

	6.  When was the last time you took this 
medication and what was the dosage?       
	

	7.  Did you take a dose prior to that? 
If so list time and dosage.
	

	8.  How many times have you taken it in the past 7 days?
	

	9.  Did you experience any side effects? (if so, please describe)
	

	

	

	

	10.  When did the side effects first appear?         _______________________________________________         

	11.  When did the side effects disappear?            _______________________________________________

	12.  Have you discussed the use and potential side effects of this Rx/OTC with the prescribing physician? (please describe)

	

	13.  Is the prescribing physician aware of your safety-sensitive job duties? (please describe)

	

	

	14.  Have you discussed the use of this Rx/OTC with a licensed pharmacist? (please describe)
 

	

	

	15.  Did you inform the licensed pharmacist of your safety-sensitive job duties? (please describe)

	

	

	16. Are there any warning labels on the Rx/OTC medication container?

	


I attest that the information contained in this document it true and complete to the best of my knowledge. I acknowledge and understand that failure to disclose information and/or providing false or misleading information may be grounds for disciplinary action in accordance with the system’s personnel policies. 
                                 Safety Sensitive Employee’s Signature                                                              Date

       
Employee’s Name Printed                                             Safety-Sensitive Position                                  
Company Name





�





Transit System Name
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