
Medicine Return Form
INSTRUCTIONS: Please complete this form by getting the information directly from your prescription labels, pill bottles, or medicine packages. 

List medication(s) from pill 

bottle or package.                             
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If you had a bad side effect 

with your medicine and 

stopped taking it, list the 

side effect(s) for each 

medicine.                        

Indicate side effects or 

other comments

(Staff Only, where 

needed)                   

REASON NOT 

ACCEPTED Inhaler 

or Controlled 

Substance or Other 

Reason (list)

Where did you get this 

medicine? Check one box 

Why was medicine 

returned? Check one box Date of Return: Zip Code:


