
As Needed Medication Form 
 
 

As Needed Medication: (for example: Claritin, Tylenol, sinus medication) 
 
Name: ________________________________ Unit: _________________ 
 
City/ State: ___________________________________________________ 
 
 
 
Medication: ___________________________________________________ 
 
Proper dosage is: ____________________ Every: _____________________ 
 
Distribute as needed for: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
 
Medication: ___________________________________________________ 
 
Proper dosage is: ____________________ Every: _____________________ 
 
Distribute as needed for: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
 
Medication: ___________________________________________________ 
 
Proper dosage is: ____________________ Every: _____________________ 
 
Distribute as needed for: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 


