
Date: [Insert Date] 

Patient Name: [Insert Patient Full Name] 

Date of Birth: [Insert DOB] 

Patient ID: [Insert ID Number] 

 

Patient Specific Administration Instructions 

Dear [Insert Patient Name], 

The following instructions are specific to your prescribed medication: [Insert Medication 

Name]. 

Dosage and Frequency 

• Dose: [Insert amount, e.g., 5mg or 2 tablets] 

• Frequency: [Insert how often, e.g., twice daily or every 8 hours] 

• Time of Day: [Insert specific times, e.g., 8:00 AM and 8:00 PM] 

Method of Administration 

[Insert detailed steps, e.g., Swallow whole with a full glass of water. Do not crush or chew. Take 

with food to avoid stomach upset.] 

Storage Instructions 

[Insert storage details, e.g., Store at room temperature away from moisture and sunlight. Keep 

out of reach of children.] 

Missed Dose Instructions 

[Insert procedure, e.g., If you miss a dose, take it as soon as you remember. If it is almost time 

for your next dose, skip the missed dose. Do not double the dose.] 

Special Precautions 

[Insert warnings, e.g., Avoid alcohol while taking this medication. Do not drive if you feel 

drowsy.] 

If you experience any severe side effects or have additional questions, please contact our office 

immediately at [Insert Phone Number]. 



Sincerely, 

[Provider Name/Signature] 

[Clinic/Facility Name] 

[Contact Information]  


