
 

 

 
MEDICATION ADMINISTRATION RECORD  Pharmacy Check □ 

Patient or Client Name 
 

CHI 
 

Address 

GP Practice Start Date End Date 

 

      
Medication Name  
Strength and Form 

Time Dose                             

                               
                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 
                               

                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 
                               

                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 
                               

                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 

                               
                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 
                               

                              
                              
                              
                              
                              

CF Qty Qty Rec     By     Date     Qty Ret Date By 

Please refer to their dispensed label for full medication instructions 

Codes to be used if medication is not taken   R: refused   O: See Overleaf please see carer medication notes for detail 

 
 



 

 

COMMUNICATIONS SHEET 

Patient or Client Name 
 

CHI 
 

Address 

Pharmacy Name Pharmacy Address Pharmacy Tel No 

GP Practice 
 

Start Date For New Prescription Cycle 
 

Order Date 
 

 
Medication Name Strength Form Directions Quantity 

Required 
Discontinued 
By Prescriber 

Changes To Directions 
 

Continue 
on MAR 

Discontinue 
on MAR 

Pharmacy 
Contacted 

Initials 

   

□ 
 

□ □ 
 
□ 
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□ □ 
 
□ 
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□ □ 
 
□ 
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□ □ 
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CARER MEDICATION NOTES 

For noting administration of when required PRN medication, reasons for medication not taken by patient/client and 
other medication related issues 

The column(s) below to be completed as appropriate to the care service and issue 

Date Time Medication  Dose Reason or Description of 
Issue/Outcome 

Signature 

      

      

      

      

      

      

      

      

      

      

      

      

      

 
 
 
 


