Daily Medication Log
Student’s Name: _________________________________ Grade/Classroom: ___________________________              insertion of
Name of Medical Provider:_________________________________ Phone Number: ____________________
    picture with
Medication:__________________________________________ Time to be given: _______________________              permission
Start date: __________________________________ Stop date: ______________________________________

Special considerations: _______________________________________________________________________
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Delegating school nurse: ________________________________ Initials: _____ Phone number: ____________________________
School personnel authorized to administer the medication: 1. ________________________________________ Initials: ________










   2. ________________________________________ Initials: ________

