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                                        Self Medication Program                              Form C

Assessment of Skills
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1. The resident demonstrates correct technique  for all medication

       administered.

2. The resident demonstrates knowledge of the  name, strength, dose, and frequency (time of administration) for all medications.

3. The resident demonstrates recognition of the  colors and shapes of his/her medication.

4. The resident can state the purpose  of his/her medications and the knowledge of common side effects.

1. Reviewer’s Signature:__________________________________ Date:____________

2. Reviewer’s Signature:__________________________________ Date:____________

3. Reviewer’s Signature:__________________________________ Date:____________

4. Reviewer’s Signature:__________________________________ Date:____________

Comments:_________________________________________________________________

__________________________________________________________________________

Resident’s Name:________________________________________ Rm#________________

