
Medication Worksheet
   

      School  ______________________________________________      District  _______________________________________
   

 
Place this completed worksheet in the box of medications.
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___________________________________________________________________________________________________________________________

Name of student Medication
       Medication
•  original container?
•  clearly labeled?

Med. form
•  completed?
•  both signatures?

Comments

               Revised 08/14

Check if 
needed at 

lunch


