Increased Plant Count Worksheet





Patient Name ____________________________________ Age ________ Ht _______ Wt _______

Condition(s) Treating with Cannabis ____________________________________________________

Are you Homebound (unable to leave home without assistance)? Yes No Temporarily _____

Do you have a history of : Asthma Lung Disease Smoking Intolerance

How far do you live from a Dispensary? _________________________________________________

Where are your plants? 
Indoors 
Outdoors 
at Caregiver 
at Dispensary   other ____________

If not using a dispensary, how many harvests per year do you or your caregiver have? _____________

How will additional plants help your health, safety and welfare?

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

How are you using or plan to use cannabis? Please indicate # of doses per day each form used.

Edibles _____ Topicals _____ Tinctures______ Oils______ Smoke/Vapor ______

Juicing _____ Other Uses _______________________________________________________
Patient Signature








Date

________________________________________________________________________________________
Doctor's recommendation / Tx Plan
CBD ______ mg to ______ mg per dose 

THC ______ mg to ______ mg per dose

Forms recommended :

Acute care / Fast Acting: Smoke   Vaporize     Tinctures    Sub-Lingual     Times per day _________

Chronic care / Long Acting:   Edible   Oral      Topical    Other _________ Times per day _________

Prophylactic care or Maintenance Dose:   _______________________________________________

Number of doses per Day ______ / Week ________ Number of Plants ___________ Oz ___________

Comments: __________________________________________________________________________

___________________________________________________________________________________

______________________________________________________________Dr Initials:
