PATIENT ADMINISTRATION LOG 

INJECTABLE DEPO PROVERA

Date ___/____/____

I, _______________________________, consent to the administration of injectable Depo Provera (DPA) for the prevention of pregnancy. 

· I understand that there is a small chance that I may become pregnant (approximately 1%). 

· All of my questions have been answered.

Patient Signature_______________________________

Weight____Lbs.              BP ___/___

LMP​​​​​_____/_____/_____

Nurse/MA Notes:

____________________________________________________________________________________________________________________
1cc of Depo Provera (DPA) was administered to the patient in the _______ _______________ (Location)

Lot # ________________
Expiration Date _____/_____/_____

Initials _________ 
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