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Medication Administration Record 
Assure that the medication to be administered has arrived to school in its original, properly labeled 
container. Record the following information to assure the proper medication is being administered to the 
correct student. 

Student Name_____________________________________________    DOB _____ / _____ / ________   

Proper Label & Instructions 

Name of Patient___________________________________________________    Sex (circle one)   M   F 

Prescribing Practitioner’s Name_______________________________________   Phone______________  

Pharmacy Name____________________________   Address____________________________________ 

Date of filling___ / ___ / ___  Expiration Date___ / ___ / ___ Prescription No. ______________________ 

Medication Name__________________________________ Dose__________    Route________________ 

Precautions, if any______________________________________________________________________  

Directions for use_______________________________________________________________________ 

Time(s) to be Administered ______________________  Frequency(daily, times/week)________________ 

Parent Signature _______________________________________________________________________

Medication Log 
Date Time(s) Initials Side Effects (if none then write N/A) 
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