Name:  _______________

School:  _______________

Madison County Schools

Competency Evaluation

Title:  General medication administration in the school

Competency Statement:  Demonstrates basic knowledge for administering most medication given in school.

DATE

SIGNATURE


CRITERIA (Theory)



of trainer

________

_______________

1.  States the six rights to medication 








     administration.

CRITERIA (Clinical)

________

_______________

1.  Demonstrates documentation of








     the six rights to medication 








     administration.

________

_______________

2.  Demonstrates correct storage for 








     medication and supplies in school

Evaluation:  Demonstrates above criteria in clinical setting.

I verify that I have successfully completed this competency and have been trained by the school nurse. I feel I am competent to give medications safely to students at school.
___________________



_______________

Signature of Trainee





Date


