
Eastern Oregon Head Start 


MEDICATION LOG
Student Name: _____________________________________________Date of Birth: ________________ Physician Name:____________________________________________ Phone: ____________________ Parent Name:______________________________________________  Phone: _____________________  Special Instructions: ____________________________________________________________________ _____________________________________________________________________________________

_____________________________________________________________________________________

MONTH:                      

         YEAR:

	DATE
	HOUR
	MEDICATION
	DOSE
	ROUTE
	INITIAL
	COMMENTS

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


INITIAL MEDICATION ADMINISTRATION ABOVE, IDENTIFY INITIALS BELOW WITH SIGNATURE.

	INITIALS
	SIGNATURE
	INITIALS
	SIGNATURE

	
	
	
	

	
	
	
	


Medication Disposal Date:________Method:______________________ Signature:______________________
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