
 
 
 
 
 
 
 
 
 

 
 
 
 

SCHOOL NAME: ​  

 
ADMINISTRATION OF MEDICATION RECORD 

 
Name of Student: ​ ​ Date of Birth: ​  

(Confirm name of student verbally and on medication before administering). 
 

 
Medication: ​  

 

Date Time Administered by Signature 
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