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	Appendix H-D2






Medication Log
TO BE COMPLETED BY STAFF ADMINISTERING MEDICATION

Name of Child: _____________________________________________ DOB: _____________ 

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Medicine
	
	
	
	
	

	Date
	
	
	
	
	

	Actual Time Given
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM

	Dosage/Amount
	
	
	
	
	

	Route
	
	
	
	
	

	Adult Initials 
	
	
	
	
	

	
	
	
	
	
	

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Medicine
	
	
	
	
	

	Date
	
	
	
	
	

	Actual Time Given
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM
	________ AM
________ PM

	Dosage/Amount
	
	
	
	
	

	Route
	
	
	
	
	

	Adult Initials
	
	
	
	
	



Observations can be documented here.
	Date/Time
	Problem/Side Effect
	Action Taken
	Parent Notified (Name, Time  and Date)
	Staff Signature

	

	
	
	
	

	

	
	
	
	



	Medication RETURNED to Parent/Guardian
	Date
	Parent/Guardian Signature
	Staff Signature

	
	    
	
	

	
	
	
	

	DISPOSED of Medication
	Date
	Staff Signature
	Witness Signature

	
	
	
	

	
	Reason for Disposal:



Month of Documentation: __________________________________     
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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




