SANILAC COUNTY COMMUNITY MENTAL HEALTH CLINIC

DISPOSAL OF MEDICATION
Name _________________________________________ Case Number ______________________

	MEDICATION
	DOSAGE
	NUMBER OF 
TABLETS/
CAPSULES
	LIQUID

(Approximate Amount)
	REASON FOR DISPOSAL
	METHOD OF DISPOSAL
	TIME
	DATE

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


_____________________________________________________                                               _____________________________________________

Signature of Person Disposing of Medication                                                                  Signature of Witness
Form #0246
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