
Convenience box Notification 
To Pharmacy: ELP 
From Facility: Facility Name: _____________________________________________________________ 

 

 

Resident Name: _________________________________________ 

 

Resident DOB: __________________________________________ 

 

Medication removed: ____________________________________ 

 

Total amount of tablets removed from box: ________________ 

*Please be sure to fax prescription for all residents* 

 

Nurse Signature: ______________________________________________________ 

Date: _________________________________________________________________ 

 

 


