Client Name:

SENIORS AND PEOPLE WITH DISABILITIES

STATE-OPERATED COMMUNITY PROGRAM
MEDICATION COUNT SHEET

(For controlled/narcotic medications)

Date of Physician’sorder:

Physician’s Name:

M edication Name:

Dosage:

M ethod of Administration

Rx Number:
AMOUNT | AMOUNT | AMOUNT | AMOUNT SIGNATURE SIGNATURE
DATE | TIME | ONHAND | RECEIVED | GIVEN REMAINING
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