
                 Form 5910.3 

Department of Catholic Schools 

Diocese of Wheeling-Charleston 

Medication Administration Record 
 

School Name: ___________________________________________________________________________ Academic School Year: _______________________ 

 

 

Student Name: ________________________________________________D.O.B. _____/_____/_____    Grade: _____ Allergies: __________________________ 
                                             (last)                              (first)                          (middle initial) 

 

Medication: _________________________________Dosage/Frequency:______________________Time:________   Route:   □oral   □nasal  □iŶhalation  □other         

 *see ͞MediĐatioŶ AdŵiŶistƌatioŶ AuthoƌizatioŶ Fƌoŵ foƌ aŶy speĐial ĐoŶsideƌatioŶs  *peƌsoŶ adŵiŶisteƌiŶg the ŵediĐatioŶ is to initial and log the time if different from stated above 

Date 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

August 
 Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

September 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

October  
Time/Initial 

 
Time/Initial 

 

 

                              

                                      

November       
Time/Initial 

 
Time/Initial  

 

 

                              

 

 

                              

December 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

        

 



*see ͞MediĐatioŶ AdŵiŶistƌatioŶ AuthoƌizatioŶ Fƌoŵ foƌ aŶy speĐial ĐoŶsideƌatioŶs  *peƌsoŶ adŵiŶisteƌiŶg the ŵediĐatioŶ is to initial and log the time if different from stated above 

Date 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

January 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

February 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

March 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

April  
Time/Initial 

 
Time/Initial 

 

 

                              

                                      

May           
Time/Initial 

 
Time/Initial  

 

 

                              

 

 

                              

June 
Time/Initial 

 
Time/Initial 

 

 

                              

 

 

                              

 

Staff member, parent/guardian or student (if approved for self-administration) is to initial the appropriate box above each time the medication is administered. 

A ͞oŶe tiŵe͟ sigŶatuƌe is ƌeƋuiƌed ďeloǁ to ǀeƌify iŶitials of the peƌsoŶ adŵiŶisteƌiŶg the ŵediĐatioŶ. 
        

Signature Initials Signature Initials Signature Initials 

 

 

     

 

 

     

 

 

     

 

 

     

 


