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Avvikelserapport för Medicintekniska produkter (MTP) inom LSS 
 
Enhet/ gruppboende/ serviceboende/ Daglig verksamhet ____________________________________ 
 
Datum för avvikelsen ______________________________Klockan ___________________________ 
 
Vårdtagarens namn ______________________________ Personnr __________________________ 
 
Avvikelse/ Händelseförloppet 

_________________________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________ 

 
Medicinteknisk produkt 
Produktnamn_____________________________________________________________________ 
 
Leverantör_______________________________________________________________________ 
 
Aktuell följd av avvikelsen (skada, försämrad hälsa etc.) 

_________________________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________ 

 
Vidtagna åtgärder 

_________________________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________ 

 
Uppföljning, eventuell åtgärd vid uppföljning 

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________ 
 
Uppföljning av:_______________________________________ datum:______________ 
  Paramedicinare 
 
Enhetschef:_______________________________________________ datum:______________ 
 
Eventuella planerade åtgärder 
___________________________________________________________________________________________
___________________________________________________________________________________________
_____________________________________________________________  
Originalet förvaras i omvårdnadsjournal, Kopia till Medicinskt ansvarig sjuksköterska 


