WEEKLY

MEDICATION SCHEDULE

PATIENT NAME:
Nancy White

WEEK:
W42 (16.11-22.11.2023.)

TIME MEDICATION DOSAGE MON TUE WED THU FRI  SAT  SUN
06:00 ZOPICLONE 7.5mg TABLETS 1 Tablet X X

08:00 DOMPERIDONE 10mg TABLETS 1 Tablet X X

10:00 DEXAMETHASONE (Img/ml) 5ml X X

14:00 ZOPICLONE 7.5mg TABLETS 1 Tablet X

17:00 FARMAPRAM 2 Capsules X

22:00 ZOPICLONE 7.5mg TABLETS 1 Tablet X

HOSPITAL NAME

M.D. John Doe
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