Request for Medication Certification Sanction by the DDS Commissioner 

Purpose:      
To request sanction by the DDS Commissioner (includes suspension of certification, 

                      
probation or revocation of certification) only
Directions:   
Fill in or check all items in Section 1

                      
Attach all supporting documentation (copies of Incident Reports for med errors and prohibited

                      
practices; copies of corrective actions/ retraining; and copies of sanctions/ disciplinary action

                     
imposed)

                      
Send to Regional Director of Health Services

Section 1     

	Region:    FORMCHECKBOX 
 North      FORMCHECKBOX 
 South      FORMCHECKBOX 
 West        Program:   
 FORMCHECKBOX 
 Public  Residential  
 FORMCHECKBOX 
 Public  Day     


 FORMCHECKBOX 
 Private Residential
 FORMCHECKBOX 
 Private Day

	Date of Request:
	     
	Date Certified:
	     

	Name and Title of Certified Employee:
	     

	Home Address:
	     

	Request Submitted By: (Name & Title)
	     

	Telephone #:
	     
	E-Mail Address: 
	     

	Name of Agency:
	     

	Employee’s work site:
	     

	Reason for Request:
	     

	
	
	

	
	Current Status:
	

	 FORMCHECKBOX 
 Delegation of medication administration suspended effective:
	     

	
	

	 FORMCHECKBOX 
 Requested return of medication certification card effective:
	     

	 FORMCHECKBOX 
 Certification Card returned to agency on:
	     

	 FORMCHECKBOX 
 Other Action (specify):
	     

	
	

	Supervising RN/ MD Sanction Recommendation:

 FORMCHECKBOX 
 Suspension of Certificate
 FORMCHECKBOX 
 Revocation of Certificate


	
	
	     

	Signature of Supervising RN
	
	Print/Type Name of Supervising RN


Name:________________________

Section 2

	Response by Regional Health Services Director

	Date Received By Regional Health Services Director:  
     /     /     
Date Reviewed by Regional Health Services Director: 
     /     /     
Conclusion:       
     

	 FORMCHECKBOX 
 Request approved with recommendation to Commissioner

 FORMCHECKBOX 
 Request denied for the following reasons:

     

	     

	
	
	
	

	Signature: Health Services Director                                                         Date

  HSD to send this Report to DDS Central Office Director of Health and Clinical Services




Section  3

	Commissioner Designee Response

(Director of Health and Clinical Services, Central Office)

	Date Received:      /     /                                                  Date Reviewed:      /     /     


	Conclusion:
	     

	     

	     

	Action taken:  (If Commissioner action, see attached letter)
	     

	     

	     

	
	
	
	

	Signature
	
	Date

	Return to DDS Regional Health Services Director
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