
 

 MEDICATION RECORD ADMINISTRATION            AF6720-B 

SCHOOL YEAR_________________ SCHOOL_________________________ 

STUDENT NAME__________________________   DOB___/___/___   GRADE_______    TEACHER_______________________ 

MEDICATION / PROCEDURE__________________________________ DOSE________________ TIME______________________ 

FROM:_______________________________________20______ TO:_____________________________________20______ 

 

See "PRESCRIPTION & AUTHORIZATION FOR MEDICATION ADMINISTRATION" or "AUTHORIZATION FOR ADMINISTRATION OF SPECIALIZED HEALTH CARE 
PROCEDURES."  Attach this to that appropriate form for instruction and reference. 
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* See Comments on Back    Ab=Absent    Re=Refused    Ns=No Show    Dc=Discontinued    Ch=Changed    Ho=Holiday    Ft=Field Trip    OOM=Out of Medication 
    Ed=Early Dismissal  
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