
 
 

ADMINISTRATION OF MEDICATION FORM 
 

I, ______________________________authorize The Student Stop to administer _________________ 
                  (parent/guardian name)                                                                                                                                                     (medication)                                                                                                     
to my child ________________________ with the following instructions: 
                                                       (child’s name) 

Dosage: _________________________                   Time to Administer: ____________________________ 
 
Special Instructions (i.e. full/empty stomach):  
_____________________________________________________________________________________  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Possible side effects: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Action Plan:  
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
    date   time   dose  initial     date  time  dose initial    date  time  dose initial      date  time   dose  initial 

    

    

    

    

    

    

    

    

    

    

    

    

 

    

    

    

    

    

    

    

    

    

    

    

    

 

    

    

    

    

    

    

    

    

    

    

    

    
 

    

    

    

    

    

    

    

    

    

    

    

    
 

  
Parent Signature:______________________________________ Date:___________________________ 


