                Medication Name and Dosage Waiver Form


Medications Covered Under This Waiver



Medication Name              Dosage	               Frequency	               Notes/Instructions
			
			
			

Resident Information

	•	Resident Name: _________________________________________

	•	Facility Name: _________________________________________

	•	Date: _________________________________________________


Resident Signature

I confirm my decision to waive the verbal advisement of my medication names and dosages.

Resident Signature: ________________________    Date: _______________

Facility Representative Signature
As a representative of the facility, I acknowledge receipt of this waiver form.

Facility Representative Signature: _____________________    Date: _______________

