
Postoperative Inpatient Medication Administration Log
Patient Name:  ___________________________
Patient ID:  _____________________
Date of Surgery:  _______________
Room #:  ___________

Attending Physician:  ____________________________
Admission Date:  ________________

Date/Time Medication Name Dose Route Frequency Indication Administered By Remarks

 

 

 

 

RN/LPN Signature:  ______________________________________
Date Reviewed:  ________________
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