
 

  

 

 

                
FIRST at Blue Ridge, Inc. 

Medication Self-Administration Authorization 

 

_____________________________________________________________ is authorized 

to self-administer his/her own medication. 

 

 

 

__________________________________________________    ____________________ 
                                          Physician Sign                                                                Date 

 
__________________________________________________ 
                                          Physician Print 

 

 

 

 

 

 

 

 

 

 

 

 

 Even if not on prescription medications ALL forms must be signed.  


	Physician Sign: 
	Date: 
	Physician Print: 
	Name: 


