STATE OF CONNECTICUT

DEPARTMENT OF DEVELOPMENTAL SERVICES

Acknowledgement of Medication Sanctions for Certified Non-licensed Staff 
concerning Delegation Suspension

I, __________________________________, have been informed on this date, ___________________, 

(Staff person’s name)
(Date)

that the RN has suspended the delegation of medication administration responsibility.
I understand that I am not permitted to administer medications pending further fact finding and/or re-training is done by the RN. 
I understand that it is my responsibility to inform all sites where I am working that the delegation of this responsibility has been suspended.
I further understand that I am not to administer medications until the RN has given me verbal and written documentation that my medication delegation privilege has been re-instated.

My signature acknowledges that I have been informed of the above and fully understand the RN’s instructions.

Signature: ____________________________________________
Date: ______________________

(Medication certified non-licensed staff)
Primary Supervising RN or designee: _____________________________
Date: ________________
____________________________________________________________________________________
On ___________________, I instructed ___________________________________ 


(Date)
(Staff person’s name)

that the delegation to administer medication has been re-instated.

Primary Supervising RN:______________________________________
Date: _________________
Distribution:
Original-Primary Supervising Nurse



Copy- Primary Program Supervisor
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