
MEDICATION ADMINISTRATION FORM

Facility Name: Location:

Patient Information:

Full Name:

Date of Birth:

Medical Record Number:

Prescriber Information:

Full Name:

Contact Number:

Medication Details:

Medication Name:

Dosage:

Route of Administration:

Frequency:

Start Date and Time:

Stop Date and Time:

Allergies and Precautions:

Medication Administration Record (MAR):



Date Time Medication Given (Y/N) Dose Administered Administered By (Name/Signature) Comments

Nurse/Administrator Acknowledgment:

Name: Signature:

Date and Time:

Prescriber Authorization:

Name: Signature:

Date and Time:

Legal Notice:

This Medication Administration Form is a legal document serving as a record of the medication administered to the

patient identified above. All individuals who sign this form certify that the information provided is accurate and

complete to the best of their knowledge. This form complies with all applicable United States laws and regulations

governing medication administration and patient safety. Unauthorized alterations or falsifications may lead to legal

penalties and sanctions.

NURSE/ADMINISTRATOR SIGNATURE PRESCRIBER SIGNATURE

Signature: _________________________ Signature: _________________________



Original source of this document:

https://formtemplate-us.com/medication-administration-form/

Did you find this template helpful?

Find more updated templates at:

https://formtemplate-us.com/

This template is intended exclusively for personal, non-commercial use.

If distributed or published, the source must be mentioned.

This template is provided for guidance only and does not constitute legal advice.

It is recommended to consult a legal professional for each specific case.
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