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Medication Report
Please circle the day and time if there are any problems or anything 
out of the ordinary occurs. Then explain it on the back of this sheet.

Medication Key: I: Independent / V: Verbal Cue / H: Hand over Hand / P: Packed for out of House / R: Medication Refused / D: Dependent

Pharmacy Name:             Telephone:      
Allergies:	 	 	 	 	 										Staff	Administering:	 	 	 	 	
Initial & Sign:
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