Appendix H-D3
	                                              FACILITY STAFF COMPLETE THIS SECTION
	

	Date
	# of Pills/Capsules Received 
	Time of Administration
	# of Pills Remaining
	Staff Initials
	Comments

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Staff Signature / Parent Signature
	 comments
	Date

	
	
	

	
	
	

	
	
	

	
	
	


	             PARENT AND STAFF COMPLETE THIS SECTION	

	Date
	# of Pills/Capsules Received
	Parent/Guardian Signature
	Staff Initials
	Comments

	
	
	
	
	


DAILY LOG OF PILL/CAPSULE ADMINISTRATION

Child’s Name:_______________________________   Program Location: __________________________
Medication: ____________________    Time of Day to Administer: ____________AM_____________PM  
Dosage: ______________ Route: __________    Dates for Administration: From ________   To ________
Special Instructions:_____________________________________________________________________
Name of Licensed Provider Prescribing Medication: ___________________________________________
Phone Number: ___________________
