State of Oregon

FOSTER HOME INDIVIDUAL YOUTH MEDICATION LOG B .
Foster Care Certifier Name: Parole/Probation Officer Name:
Youth Name: JJIS #: Log Start Date: Log End Date:
Name & initials of person dispensing medication (please print): Signature: X
Name of Medication: Dosage & Frequency: Prescribing Physician:

Purpose:

Hour 1 2 /3|4 5|6 |7 |89 |11 1213141516 |17 |18 19|20 | 21| 22| 23| 24| 25| 26|27 |28 |29 30/ 31

Name of Medication: Dosage & Frequency: Prescribing Physician:
Purpose:
Hour 1123|4565 |6 |7 |89 |10[11|12[13 141516 |17 18| 19|20 | 21|22 (23| 24| 25| 26| 27|28 29| 30/ 31
Name of Medication: Dosage & Frequency: Prescribing Physician:
Purpose:
Hour 1123|456 |7 |89 |10 (11|12 |13 |14 ,15|16 |17 |18 |19 [ 20| 21| 22| 23|24 | 25| 26| 27| 28| 29| 30| 31

DISTRIBUTION: Original: Foster Care Certifier for Youth P/P Case File, COPY TO: Foster Home
FILE: Medical Section Restricted Information
POLICY REF: 1I-D-3.0 YA 3105 REV 01/14



