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PARTICIPANTS NAME: 

Date of Birth:

Prescribed Medication
	Date
	Medication
	Dose
	Route
	Time
	Site
	Reason for Administration
	Signature of Person Administering
	Approved By*

(pls print name)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Non-Prescribed Medication
	Date
	Medication
	Dose
	Route
	Time
	Site
	Reason for Administration
	Signature of Person Administering
	Approved By*

(pls print name)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


* Depending on regional arrangements, approval for either 1-each administration of PRN medication, or 2-the administration of a second dose in a twelve hour period.   To be printed on Yellow Paper
** Approval only required for the administration of a second dose of a non-prescribed medication in a twelve hour period.
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