
 Page 1 of 1

Medication Record

Name

[Photo here]

Date of birth

Written request for assistance with medication  
signed and on file (tick box if request on file)

Doctors name

Day time phone

After hours phone

Pharmacy name

Pharmacy phone

Current medication list provided by resident’s  
doctor or pharmacist  (tick box if on file)

Does the resident have any known allergies or  
previous adverse reactions to medications?

Location where these are documented:

 

Notes/comments relevant to resident’s medication

Date Medication name Notes
Medical practitioner 
notified

Staff signature
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