
Based on above selection_____________________________(insert either resident, Responsible Party or 
facility name) is responsible for initial acquisition and refilling of prescribed medications as long as the 
Residency Agreement is in effect. 
 
 
__________________________________      ___________________________________ 
Community Representative Signature   Resident or Responsible Party Signature 
 
 
__________________________________      ___________________________________ 
Title        Title 
 
 
__________________________________      ___________________________________ 
Date        Date 


