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Name of patient:

©

Date:

The routine for taking my medicine is...

Healthcare provider:

Physician’s name:

How much/Dosage:
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When to take it:
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How many days to take it:

Name of medicine:

With or Without meals:
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Month:

Sunday | Monday

Tuesday

Wednesday

Thursday | Friday

Saturday

The medicine is for:

Pain Headache
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Oral Health Blood Pressure Stomach Itchy Skin Diabetes

Other:

Does this medicine interfere with other medication | am already taking?:

Originally developed by Nancy Faux, ESOL Specialist at The Literacy Institute in Virginia. Adapted, with permission, by
the ESRD Network of New England while under contract with Centers for Medicare & Medicaid Services (CMS).
Contract # HHSM-500-2006-NW001C.



