
CONSUMER NAME: __________________
DATE: __________________________
MEDICATION SHEET
TIME OF DISPENSATION: MORNING (9AM)
	DOSAGE/mg
	MEDICATION
	PURPOSE
	RTE
	Fri
	Sat
	Sun
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TIME OF DISPENSATION: NOON (1PM)
	DOSAGE/mg
	MEDICATION
	PURPOSE
	RTE
	Fri
	Sat
	Sun
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TIME OF DISPENSATION: AFERNOON (5PM)
	DOSAGE/mg
	MEDICATION
	PURPOSE
	RTE
	Fri
	Sat
	Sun

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


TIME OF DISPENSATION: EVENING (9PM)
	DOSAGE/mg
	MEDICATION
	PURPOSE
	RTE
	Fri
	Sat
	Sun
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____     ________________________________                                          ABBREVIATIONS

INIT              STAFF  SIGNATURE                                           R – refused                    MD – med destroyed

                                                                                                        NS – med not sent         SE – staff error

____     ________________________________                                   

INIT              STAFF SIGNATURE

I do hereby authorize the staff on duty to administer the above-mentioned medications to my child according to the directions/times I have listed.

____     ________________________________

____     ________________________________
Date              Parent/Guardian Signature


Date
Signature of Participant over age 18
Medication Count 

Date: _______________________
Client’s Name: ___________________
	Medication Name


	Medication Dosage in mg


	Total  pills



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Staff Name:____________________

Staff Signature: __________________
Parent Name: __________________

Parent Signature: _________________
Participant Name: _______________

Participant Signature: _____________
Body Chart Report for Identifying Area of Injury

Date: ______________________
Client’s Name:             


Time injury was noticed: ___ am ____pm

Staff Name:__________________

Staff Signature: _____________________ 

Short summary of injuries: ________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations:_______________________________________________________________________________________________________________________________________________________________________________________________________

Witness: ______________________________________________________________

Parent Signature Coming In: ______________________________________________

Parent Signature Going Out: ______________________________________________
[image: image1.wmf]Mark on the figure any bruises, sores, cuts, scratches, marks, etc., on guest at the time of examination. 

ANNUAL RESPITE CARE PERMISSION TO TRANSPORT RELEASE

1/1/10 – 12/31/10
Parent/Guardian Authorization
I, hereby authorize Right in the Community Respite Home to transport __________________  (participant) on any field trips or activities that are planned during his/her time of service provision.

Participant Signature (over 18): _________________________
Parent/Guardian Signature: _________________________
Provider Signature: _________________________
Date: _______________________
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