Imprint Area

Patient name:

Patient Initials:

Age:
Address:

Date (MM/DD/YY):

I 5 I Medication:

Written Dosage:

Numerical Dosage:

(e.g.,“One hundred and fifty-one milligrams”)

Timing:

Refil: 0 1 2 3 4 5 6 7 8 9 10

(e.g.,“151 mg”)

Route:

No Substitutions J

Patient condition(s) being treated:

Prescribed by:

DEA#
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