
 

 

Narcotic/Controlled Substance Record 
Name _________________________________       Month/Year _________________________________ 

Rx____________________________________        Dosage/Route________________________________ 

# at beginning of month ___________  

Prescribing Physician ___________________   Residential Provider ___________________ 

 

Date Time # Given # Refilled Administered/Received By # Left 

      

      
      

      
      

      

      
      

      
      

      
      

      

      
      

      
      

      

      
      

      
      

      
      

      

      
      

 


