
VITAMIN ADMINISTRATION LOG 
Month: ______________ Year: _______ 
INDIVIDUAL NAME 
PHYSICIAN/PROVIDER 
PHARMACY CONTACT 

VITAMIN / 
SUPPLEMENT 

DOSAGE TIME 
MTWTFSS (ADMINISTRATION 
CHECKLIST) 

NOTES / PURPOSE 

Example: 
Vitamin D3 

2000 IU 
08:00 
AM 

M 
T 
W 
T 
F 
S 
S 

Immune support 

     

     

     

     

     

     

Verifier Signature: ___________________________ 

Date Signed: ________________ 


