PRN Authorization Letter

(5.0 PRN CONSENT FORM)
NAME OF CONSUMER: ____________________________________________________________

NAME OF MEDICATION: ___________________________________________________________

SPECIFIC DOSE: ____________________

MINIMUM AMOUNT OF HOURS BETWEEN DOSES: _________

MAXIMUM # OF DOSES IN 24 HOURS: ____________

SPECIFIC SYMPTOMS PREDICATING A DOSE: _______________________________________

DATES OF USE: ____/____/____ TO ____/____/____

Please check which circumstance describes your patient and this specific medication

My patient can determine and clearly communicate his/her need for prescription and nonprescription medication on a RRN basis

My patient cannot determine his/her own  for prescription and nonprescription PRN medication, but can clearly communicate his/her symptoms indicating a need for nonprescription medication.

My patient cannot determine his/her need for prescription and/or nonprescription PRN medication (care provider will call me before each dose is given)

Physician Signature: __________________________________________________________ Date: __________________

( Special provision: The physician was not available to fill out the PRN form.  However, I have spoken with the consumer’s physician by telephone.  The directions given on this form are subsequent to that conversation.  This form will be mailed/faxed to the physician within 24 hours.  

Residential Service Specialist: _____________________________________ Date: _____________

