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LoneStar Solutions Medication Administration Record (MAR)
NAME: MONTH: YEAR:
Drug Name:                Condition Treated:
Medication Allergies: Food Allergies:
Physician: Physician Phone Number:
Prescribed Date: Expiration Date:
Reason Med. Discontinued: Discontinued Date:
Dosage Instructions: 

Frequency:Med. Schedule

Date Given Each Time Given and Initial
Medication 
Error Y/N Refused Y/N

Incident 
Report 
Completed Y/N

Example  6 :00am /kb , 8:00am /kb , 7:30pm /kb  , 10:15pm /kb Y Yes

_______________________________________ _______________________________
Foster Parent Signature Foster Parent Signature

______________ ______________
Foster Parent Initials Foster Parent Initials
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