
 
 

MEDICATION RETURN FORM 

Client’s Name: ________________________________________________________________ 

Name of Drug: ________________________________________________________________ 

Total Amount Being Returned:  __________________________________________________ 

Reason for Return:  ____________________________________________________________ 

Date Discontinued/Contaminated:  _______________________________________________ 

Location of Return:  ___________________________________________________________ 

Agency Representative:  Signature: ____________________________________________ 

 Printed Name:  ________________________________________ 

Pharmacy:  Signature: ____________________________________________ 

 Printed Name:  ________________________________________ 

 

Date of Return: ____________________________________________________________ 


