Department of Catholic Schools
Diocese of Wheeling-Charleston

School Name:

M edication Administration BRecord

Student Name:

D.O.B.

/

(last)

Medication:

(first)

(middle initial)

Dosage/Frequency:

Grade: Allergies:

Time:

Academic School Year:

Form 5910.3

Route: Doral

onasal Oinhalation Tother

*see “Medication Administration Authorization From for any special considerations *person administering the medication is to initial and log the time if different from stated above
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*see “Medication Administration Authorization From for any special considerations *person administering the medication is to initial and log the time if different from stated above
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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 “one time” signature is required below to verify initials of the person administering the medication.
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