
MCFRS Controlled Medication Log 

 

Unit ___________ 
 

Date Time Initials / State ID MS V Box Seal # Pocket Seal # 
Only if applicable 

       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
 

Return to the EMS Duty Officer when complete. 


