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Helping people manage their medication
and remain independent




POST THIS IN A VISIBLE PLACE (LIKE ON A REFRIGERATOR) AND ALSO KEEP A COPY NEAR YOUR MEDICATION BOX
Your Name: ___________________________________   Your Date of Birth: ___________________
	Medication Name
	Directions/Time of Day
	Purpose
	Precautions
	Doctor  

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Pharmacy Name: ______________________   Pharmacy Phone Number: _________________

