
DHSR/AC 4722 NCDHHS Medication Administration Audit Tool (Optional Provider Form) 

Medication Administration Audit Tool 

 
  Resident Name: __________________________________      Standing Orders:______________________   
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Subsequent Orders 
Medication 

Administration Record 
(Recommended to review 2 

months of MARs) 

Medication on Hand / 
Labeled? 

LOC: Date: 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 


