MENTAL HEALTH ASSOCIATION

995 Worthington Street Springfield, MA 01104 Phone: (413)-734-5376 Fax: (413)737-7949

MHA’s MAP Certified Pass and Pour Check List
New hired employees who are MAP Trained/Certified and newly MAP certified employees must complete 3 separate med passes with each one occurring on a different day. One med pass will constitute passing all meds prescribed to every person in the program at the appointed time. A Supervisor or Nurse should observe at least one of these passes and that the other passes can be observed by an assigned co-worker or shift supervisor. 

Staff Name: ______________________________
In order to receive a passing score on this test, staff must receive a ‘Yes” on every item
	Task
	Date
	Date
	Date
	Comments

	
	
	
	
	

	1. Staff washes their hands and gathers equipment

2. Staff identifies the correct individual

3. Staff identifies the correct medication sheet  

4. Staff identifies the correct medication
5. Staff identifies the correct HCP order                                        
6. Staff compares the HCP order to the pharmacy
label then the pharmacy label to the med sheet
7. Staff compares the pharmacy label to the med    

sheet                             
 

8. Staff prepares correct dose
9. Staff compares the pharmacy label to the med  

sheet again                       

10. Staff correctly administers medication(s)
11. Staff correctly documents administration on the Med Sheet
12. Staff correctly documents on the pack of the blister pack per MHA Policy
13. Staff correctly documents in the controlled substance book for any countable medications
14. Staff stores and manages medications in a secure manner
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………………………………………………………………………………………

FOR OBSERVER SIGN-OFF ONLY

I verify that I have reviewed this form and (check one line only)

If any of the above items are marked NO, the above-named staff is not eligible to administer medication under the MAP as a result of this evaluation and additional training is necessary.  If all items are marked YES, I acknowledge that the above-named staff is eligible to administer medication under the MAP as a result of this evaluation.
______________________________       ________________________         _________________


Signature


                                Title


        Date

______________________________       ________________________         _________________


Signature



                  Title

 
        Date

______________________________       ________________________         _________________


Signature



                  Title


        Date
Material obtained from DCP MAP Policy Manual, May 2007 and adapted for use by MHA nursing, 2010.
Updated 11/2015

