
ANTICOAGULATION TRACKING SHEET 

Name: _________________________________________     ID #:  ________________     Phone #:  _______________________     INR Goal:  _____________  
Age: ____  Ht: _____  Wt: _____    Primary MD/DO:  ___________________________________ Reason for Anticoagulation:   ___________________________  
Allergies: __________________________________________________________________________________________________________________________  
 
Interacting Medications of major clinical significance (platelet aggregation inhibitors and anticoagulants) 
Drug Dose/Route/Frequency Start Date Stop Date Notes Initials 
      
      
      
      
 
 Anticoagulant Dose (mg/day) 

Dose Adjustment/Comments? 
Next INR 

Due 
MD/DO Nurse 

Date INR Sun Mon Tues Wed Thurs Fri Sat (Use initials) 
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
             
 


