
 

 

 

 

 
 

                 CONTROLLED DRUG RECEIPT 

Client’s Name: Allergies:    

Medical Practitioner’s Name:     

Medication (include dose, route and frequency):       

Quantity Started With:  Date Received:    

 

Date Time Dose Given Remaining Initials or Signature of Staff 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 
 



Date Time Dose Given Remaining Initials or Signature of Staff 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 

 

Signature Initials Signature Initials 

    

    

    

    

    

    

 

 

 
Service Coordinator’s Signature: Date Reviewed:   

Agency Nurse’s Signature: Date Reviewed:    
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