Medication Administration Record

Child’s Name: 






  Date of Birth: 


   Classroom/Center: 




Parent/Guardian Name:




 
            
Relationship:



 Phone: 




Health Care Provider:




             
Clinic/Practice:




 Phone: 





Medication Name(s): 








    Route:







Frequency of Medication (Time):_____________________________________    Dosage: __________________________________________________________

Possible Known Side Effects: 















Instructions for staff:  Before administering any medication at the center, you must confirm that: (A) The Medication Authorization form has been completed and signed by a health professional and the parent/guardian; (B) At least one (1) dose of the medication has already been administered, with no evidence of adverse reaction/side effects; (C) Documentation is on file of staff member(s) trained to administer the medication.
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	Time
	Name of Medication
	Dosage/Amount
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	Given By
	Side effects or behavioral changes observed? If “yes,” note in Comments.
	Notes/Comments
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	__No  __Yes
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	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	

	
	
	
	
	
	
	
	__No  __Yes
	


Reviewed by Health Coordinator:  Signature:________________________________ Date: ______________
If excess/expired medication returned to family, document here: 
Date: 

 Initialed by staff: 


 Initialed by parent/guardian: 

                   
Reminders: Whenever side effects or behavioral changes are observed, inform the Health Coordinator or other administrative staff immediately.

EHS: Use the Daily Information Sheet to update parent/guardian about medication administered to child.  
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