Oral Medication Skill Competency Test
Student’s name: _________________________ Grade/Teacher: _______________________
Person trained: _________________________ Position: _______________Initials: ________
Person training: ________________________ Position: ______________ Initials: ________
	Skills
	Initial Demonstration
	Return Demonstration

	
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:

	1. 1.  Check for authorization forms/record
	
	
	
	
	
	
	

	a. Medication Administration Form
	
	
	
	
	
	
	

	b. Medical provider
	
	
	
	
	
	
	

	c. Parent/guardian
	
	
	
	
	
	
	

	2.  Check for  the Five Rights
	
	
	
	
	
	
	

	a. Identifies the right student
	
	
	
	
	
	
	

	b. Identifies the correct time
	
	
	
	
	
	
	

	c. Verifies medicine container matches authorization forms and medication adm. record
	
	
	
	
	
	
	

	d. Verifies the dose on medication container matches authorization form and records
	
	
	
	
	
	
	

	e. Verify the medication is in the correct route as indentified on medication container, authorization forms and medication record.
	
	
	
	
	
	
	

	3. Wash hands.
	
	
	
	
	
	
	

	4. Give student water or have them obtain their own.
	
	
	
	
	
	
	

	5. Pour medication in lid of medication container properly without touching lid.
	
	
	
	
	
	
	

	6. Give medication to student in cup or hand without touching lid of the medication container.
	
	
	
	
	
	
	

	7. Dispose of medication and water cup.
	
	
	
	
	
	
	

	8. Documentation of administration of medication on the Medication Administration Record.
	
	
	
	
	
	
	

	9. Wash hands.
	
	
	
	
	
	
	

	10. Special Considerations:


	
	
	
	
	
	
	


Plan for monitoring medication administration: 
School Nurse Name: ______________________________ Phone Number: _______________
