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Student Medication Logs
Daily Summary of Medication Activities
Date: _________________
	STUDENT’S NAME
	GRADE
	PERSON WHO ADMINISTERED MEDICATION
	NAME OF MEDICATION
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Student Medication Logs
Student Medication Administration Record
School Year: _____________________________________
Name of Student: _______________________________________ Date of Birth: ____________ Gender: ____________ Grade: __________
Allergies: __________________________________ Name and Dose of Medication: ______________________________________________
Route: _____________ Time(s) Given at School: ___________________ Possible Side Effects: ____________________________________
Classroom teacher when medication is due: _________________ Health Care Provider Name/Phone #: _______________________________________
Emergency Contact Names/Phone #s: _________________________________________________________________________________________
DIRECTIONS: Initial administration or use codes below. A complete signature and initials of each person administrating medication should be included below.
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	Authorized person(s) administering or counting medication: Signature/Initials
________________________________/_________
________________________________/_________
________________________________/_________
________________________________/_________
	Documentation Codes:
(A) Absent	(R) Refused*	(W) Dosage withheld*	(E) Early dismissal
(F) Field trip	(X) No school	(N) No medication available*	(S) Self-administered
*Documentation required in student’s health file and parent/guardian to be contacted. Please notify teachers if medication is withheld for any reason. Documentation of medication count is on the back of this form.
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Student Medication Logs
Student Medication Administration Record
Name of Student: _____________________________________________
	MEDICATION COUNT
	NOTES ON ADMINISTRATING MEDICATIONS

	DATE
	AMOUNT PRESENT
	INITIALS
	DATE
	EVENT DESCRIPTION
	INITIALS
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