
PRN /OTC - MEDICATION FORM 
 

INDIVIDUAL’S NAME:     MONTH/YEAR: 

MEDICATION NAME:  

ALLERGIES (food, drug, other):  

PHYSICIAN:       ROUTE CODE:  

  MEDICATION INSTRUCTIONS:                 SPECIAL INSTRUCTIONS: 
_______________________________  ______________________________________ 
_______________________________  ______________________________________ 
_______________________________  ______________________________________ 
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TIME 

 
DOSAGE 

 
STAFF 
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MED 
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INITIALS AND NAME: 
           

           

           

 


