
 
 
 

Administration of Oral Medication by School Personnel 
 

 
*Child on 

Medication 

 
Name of 

Medication 

 
 

Dosage & Time 

 
Delivered to 
School by: 

 
Date Received 

by School 

 
Amount 

Received 

Authorization 
Verified by 

(Initials) 
       
 

* Child with an authorized Physician’s and Parent’s request on file. 
 

Dispensing of Medication 
 

Date Student Name Time Signature Witness 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 


