
 

 

 

 

 
 

ROUTINE MEDICATION LIST 

 
Client’s Name: DOB:   

Allergies:    

Medical Practitioner’s Name:    

Medication Name Dose Route Frequency Reason for Taking 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 

All prescriptions need to be reviewed and prescribed annually. 
 

Medical Practitioner’s Signature:   Date:   

Service Coordinator’s Signature:  Date Received:     

Guardian’s Name:  Date Notified:     

Agency Nurse’s Signature:  Date Received: . 

 

Families First 

18 Austin Drive, Brattleboro, VT 05301 

802- 275-4919 Fax: 802- 274-4922 

nurse@familiesfirstvt.org   familiesfirstvt.org 

 
 

Families First
11 University Way, Brattleboro, VT 05301
Phone: 802-275-4919
Fax: 802-275-4922
Email: nurse@familiesfirstvt.org




