                           Medication Record Form
         Child’s Name_______________________________

         Refrigeration Necessary______________________

         Name of Medication_________________________

        Prescription_______          Non Prescription______

         Amount to be administered___________________

        Times to be administered_____________________

        Parent’s signature___________________________

Date & time Administered                             Staff Members Initials

___________________                                  ___________________

___________________

                ___________________

___________________


      ___________________

___________________


      ___________________

___________________


      ____________________

___________________


      ____________________

___________________


      ____________________
___________________

                _____________________

___________________                                 _____________________
___________________


     _____________________
