
The Pines Assisted Living Home 
 

Physician’s Consent for Administration of Medication 
 

 
To Whom It May Concern: 
 
I authorize the certified caregivers from The Pines Assisted Living Home to 

assist with self-administration and/or administration for (patient name) 

____________________________________________ on a daily basis. 

 

I also authorize the certified caregiver and/or manager to place the 

medications in a mediset on a weekly basis as needed. 

 

Physician’s Printed Name: _______________________________________ 
 
Physician’s Signature: ____________________________   Date: ________ 
 
 
 
The Pines Assisted Living Home 
6005 E. Abineau Canyon Dr. 
Flagstaff, AZ 86004 
Phone: 928-526-1876 

Download this form on our website: www.FlagstaffCareHomes.com 


