
Medication Administration Record (MAR)
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Name:                                                     Initials:                                      Signature: 

PRN Medication
	Date
	Time

of Admin
	Medication
	Reason
	Result
	Time Noted
	RN Initials
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Name: ____________________________________________________________________________





Record medication administration notes below.  For medication not administered, use the codes in the box at the left, including appropriate dates, comments, and explanations.  
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COMMENTS – REASON MEDICATION NOT GIVEN
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REASON MEDICATION NOT ADMINISTERED





1 = Home


2 = Work/ADT


3 = ER/Hospital


4 = Refused


5 = Medication not available – explain 


6 = Held by MD – 


explain 


7 = Other – explain 





Time, date, and initial each explanation.





Sign and initial at the bottom of the form.








