Lincoln Memorial University

NURS 124/125

Student: ________________










Pt. Initials: ___  Age: _____

Date ___________________



Clinical Date: __________                                        Room # ________________

Instructor _______________










Diagnosis(es) ___________

	Name (generic & brand), Date, Time, Route, 

Recommended Safe Dose
	Class
	MOA

(Mechanism of Action)
	Reason YOUR client

is receiving
	Common Side Effects
	Nursing Implications

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please make photocopies as needed.  This form must be completed & submitted to the clinical instructor for each clinical day. Revised 1/06 J.Eiffe 

