SAMPLE FORM COMPLETION
updated 10-9-14
MEDICATION RECORD

                                                              Days of the month
	Medication & Dose
	Time
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Drug:  Prozac
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Directions:

 I tab. Every morning
	7:30am
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	OTC/PRN

Drug:Tylenol
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	# given
	2
	
	
	
	1
	
	
	
	2
	
	
	
	
	

	Directions:

 Take as needed for Headache
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reason PRN Given:  
	
	2,3
	
	
	
	1
	
	
	
	11
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Response to PRN:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	13
	
	
	
	13
	
	
	
	14
	
	
	
	
	

	Response/ side effects to PRN:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	3
	
	
	
	6
	
	
	
	5
	
	
	
	
	

	See medication record for code numbers


CENTRALLY STORED MEDICATION form
	MEDICATION NAME
	Strength
Quantity
	Instructions Control/
Custody
	Expiration Date
	Date Filled
	Date Started
	Prescribing Physician
	Prescription Number
	No. of Refill
	Name of Pharmacy

	 PROZAC
	50mg
	 1 tab. Every morning
	10-12
	02/12
	2/12/12
	Dr. Chan
	CL43692
	1
	Walgreens

	 
	 
	 
	 
	 
	 
	 
	 
	 
	


MEDICATION DESTRUCTION RECORD on back of Centrally Stored Medication form
	MEDICATION NAME
	Strength/Quantity
	Date Filled
	Prescription Number
	Disposal Date
	Name of Pharmacy
	Signature of administrator or designated rep.
	signature of witness

	 Prozac
	50mg
	02/08
	 CL43692
	09/14/08
	Walgreens
	(Foster Parent)
	Other Adult not client

	 
	 
	 
	 
	 
	 
	 
	 


Please Fill out completely with as much information as you can.
