
                                                                                                                          Code No.  507.2E1 

 

 

RECORD OF THE ADMINISTRATION OF MEDICATION 

 

 

Name of Student: _______________________________________________________________ 

 

Parent’s Phone Number: ________________________________  Grade: __________________ 

 

Medication: ___________________________________________________________________ 

 

Date to Begin: ________________________________   Date to End: _____________________ 

 

Dosage: ____________ Method:                            _____________  Time: _________________ 

 

Prescriber or person authorizing administration: ______________________________________ 

 

Phone #1: ___________________________   Phone #2: _______________________________ 

 

Possible Adverse Reaction: ______________________________________________________ 

 

______________________________________________________________________________ 

 

Person(s) 

Authorized to 

Administer 

Medication: ___________________________________________________________________ 

 

      Signature of Employee 

Date    Dosage Administering Medication 

Given Time Given and Title/Position              Comments 

 

_______ ______ _______ _____________________ ________________ 

 

_______ ______ _______ _____________________ ________________ 

 

_______ _______ ________ _____________________ ________________ 

 

_______ _______ ________ _____________________ ________________ 

 

_______ _______ ________ _____________________ ________________ 

 

_______ _______ ________ _____________________ ________________ 

 

_______ _______ ________ _____________________ ________________ 


