
Medication Administration Form 
 

 

 

NAME OF CHILD _____________________________________________________________ 

 

NAME OF MEDICATION _______________________________________________________ 

 

PRESCRIPTION NUMBER______________________________________________________ 

 

AMOUNT OF EACH DOSAGE ___________________________________________________ 

 

TIME OF DAY TO BE GIVEN ___________________________________________________ 

 

METHOD OF GIVING DOSAGE _________________________________________________ 

 

DATE:  FROM ____________________________ TO _________________________________ 

 

POSSIBLE SIDE EFFECTS ______________________________________________________ 

 

REASON FOR MEDICATION ___________________________________________________ 

 

PERSON DESIGNATED TO ADMINISTER MEDICATION ___________________________ 

 

NAME OF PARENT OR GUARDIAN _____________________________________________ 

 

 

________________________________________            _________________________                                          

PARENT OR GUARDIAN SIGNATURE                                     DATE 

 

                

_____________________________________ 

PHYSICIAN NAME 

 

 

• Over the counter and prescription medication must be in the original, 

labeled container. 

 

• Provide a doctor’s note for prescription medication. 

 

 
USE SEPARATE FORMS FOR EACH MEDICATION 

 

USE SEPARATE FORMS FOR EACH CHILD 


