Medication Checklist

Child’s Name: _______________________________		Date: ___________________________

The following should be included on medication container:
	
	YES
	NO

	Child’s full name
	
	

	Name of medicine
	
	

	Name of Physician prescribing
	
	

	Schedule of administration
	
	

	Amount given per dose
	
	

	Pharmacy’s name
	
	

	Date medication was sold
	
	

	
	
	

	Does the container have a childproof cap?
	
	

	Was the caregiver notified of the child’s need for medication?
	
	

	Was the health Staff notified?
	
	

	Were parents notified?
	
	

	
	
	



Parent emergency contact information today is: _______________________________________
When all the above are YES:
Give medication to staff member to put in the medicine cabinet/refrigerator and place a copy of this checklist in the Health/Nutrition Specialists inbox.
If some of the above are NO:
Give medication to staff to place in the medicine container in the medicine cabinet/refrigerator. The Health/Nutrition Specialist may contact the parent to discuss the missing information and whether we are able to administer the medication.

Signature (person accepting medication) : ________________________________________________
