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Date___________________   Participant Name________________________________

RE: Medication Authorization        
Dear Physician:                                                                                                                      I am considering moving into a Certified Family Home. Certified Family Homes are homes certified by the State of Idaho as safe and effective. The homes accept only one or two residents to participate as a member of their family. The provider may or may not have any special training.                                                                           

The rules governing Certified Family Homes specify that I must obtain certain directions from my physician regarding the administration of medication. I would appreciate your completion of the following questions: 

□ Yes   □ No   1. This patient is able to self-administer all medication. The patient understands the purpose of the medication; knows appropriate dosage and times to take the medication; understands expected side effects, adverse reactions or side effects, and action to take in an emergency; and is able to take the medication without assistance*.      

□ Yes   □ No   2. This patient requires assistance with taking both routine and non-routine medications.  
*For these purposes, assistance means reminders, assisting with removal from container and observing the taking of the medications. No other functions of medication administration are allowed unless the provider meets requirements of the Board of Nursing. 

Comments___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________    Physician's Signature                                                                             Date
Thank you for your assistance. Please mail this form to my representative or me at:  

Name_______________________________________________________________________

Address_____________________________________________________________________

____________________________________________________________________________
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