MUSTANG PUBLIC SCHOOLS (2013-14)
MEDICATION ADMINISTRATION RECORD

Name of Student:_________________________________ Grade:_______ Teacher:_____________________ 

Name of Medicine____________________________________ Expiration date:________________________ 

Exact Dosage: _____________________________________________ Purpose:________________________

Time:________________________________  Start date:_______________  End date:_________________

Prescribing Physician:_________________________________ Physician's Phone: __________________ 

· REVIEW THE MEDICATION POLICY AND SIGN WHERE INDICATED.  A PARENT/GUARDIAN SIGNATURE IS REQUIRED.
· RETURN THIS FORM WITH THE PROPERLY LABELED MEDICATION TO THE SCHOOL OFFICE.
Record of Medication Administered:                            
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Initial:
  Name of Person Administering Medicine:
  Initial:
  Name of Person Administering Medicine:

_______

  ______________________________________
  ________
  ______________________________________

_______

  ______________________________________
  ________
  ______________________________________
_______

  ______________________________________
  ________
  ______________________________________          
 CODES:  A=Absent   NM=No Medicine   R-Refused   D/C=Discontinued    H=Holiday   FT=Field Trip   W=Dose Withheld    G=GATE   NS=No Show
I have received, read and understand the Mustang Public School Medication policy.  I give permission for Mustang Public School Staff to administer medication according to the directions.  I give permission for the School Nurse to contact the Physician regarding the diagnosis related to the medication and for clarification of medication orders.
_________________________________________________                  ________________________________

Parent/Guardian Signature




Date

_________________________________
Phone Number
12

