
My Medication Planner 

It can be hard to 
remember to take allI of your medicines. 

Because your medicines 
will help you stay healthy, 
it's important to take them 
exactly as prescribed. This 
medication planner will 
help you organize your 
medicines, so you can 
plan when and how to 
take them. 



Week:My Medication Planner 
Name: ______________________________________ Pharmacy: ____________________________ Phone: __________________________ 

Medication Name & Strength Sun 23 Mon Tue Wed Thur Fri Sat 

SViracept 
250mg AMPLE

Morning 9amx 

Noon 1:30pmx 

Evening x 8pm 

Bed Time 

:____ times per day:____3 3# of pills 
per dose Special Instructions: Take with a meal 
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