
MEDICATION COUNT SHEET 

INDIVIDUALS NAME: __________________________ MEDICATON NAME:_______________________ 

DATE OF PHYSICIAN’S ORDER:__________________ DOSAGE:_______________________________ 

PHYSICIAN’S NAME: __________________________ Rx NUMBER: ____________________________ 

DATE TIME AMOUNT 
ON HAND 

AMOUNT 
RECEIVED 

AMOUNT 
GIVEN 

AMOUNT 
LEFT 

SIGNATURE 1 SIGNATURE 2 

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

 


