Group Activity: Recording the Dose of Medication: Nick

Medication Log


PAGE 3—TO BE COMPLETED BY CAREGIVER/TEACHER


Name of child ____________________________________________________Weight of child_______________________

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	
	
	
	
	
	
	

	Medicine
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Date
	/
	/
	/
	/
	/
	/
	/
	/
	/
	/

	
	
	
	
	
	

	Actual time given
	AM __________
	AM __________
	AM __________
	AM __________
	AM __________

	
	
	
	
	
	
	
	
	
	
	

	
	PM __________
	PM __________
	PM __________
	PM __________
	PM __________

	
	
	
	
	
	
	
	
	
	
	

	Dosage/amount
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Route
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Staff signature
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	
	
	Monday
	
	
	Tuesday
	
	Wednesday
	
	Thursday
	Friday

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medicine
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date
	
	/
	/
	
	/
	/
	
	/
	/
	
	/
	/
	
	/
	/

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Actual time given
	AM __________
	
	
	AM __________
	AM __________
	
	AM __________
	AM __________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	PM __________
	
	
	PM __________
	PM __________
	
	PM __________
	PM __________

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dosage/amount
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	Staff signature
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Describe error/problem in detail in a Medical Incident Form. Observations can be noted here.
	
	
	
	

	Date/time
	Error/problem/reaction
	
	
	Action taken
	
	
	Name of parent/guardian
	Caregiver/teacher

	
	to medication
	
	
	
	
	
	
	
	notified and time/date
	
	signature
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	RETURNED to
	
	Date
	
	Parent/guardian signature
	
	Caregiver/teacher signature

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	parent/guardian
	/
	/
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	DISPOSED of medicine
	
	Date
	
	Caregiver/teacher signature
	
	Witness signature
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	/
	/
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	




The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.

Copyright © 2013 American Academy of Pediatrics. All Rights Reserved. The American Academy of Pediatrics does not review or endorse any modifications made to this document and in no event shall the AAP be liable for such changes.

Group Activity: Recording the Dose of Medication: Maria

Medication Log


PAGE 3—TO BE COMPLETED BY CAREGIVER/TEACHER


Name of child ____________________________________________________Weight of child_______________________

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	
	
	
	
	
	
	

	Medicine
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Date
	/
	/
	/
	/
	/
	/
	/
	/
	/
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	Actual time given
	AM __________
	AM __________
	AM __________
	AM __________
	AM __________

	
	
	
	
	
	
	
	
	
	
	

	
	PM __________
	PM __________
	PM __________
	PM __________
	PM __________

	
	
	
	
	
	
	
	
	
	
	

	Dosage/amount
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	Actual time given
	AM __________
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	PM __________
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	Staff signature
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Describe error/problem in detail in a Medical Incident Form. Observations can be noted here.
	
	
	
	

	Date/time
	Error/problem/reaction
	
	
	Action taken
	
	
	Name of parent/guardian
	Caregiver/teacher

	
	to medication
	
	
	
	
	
	
	
	notified and time/date
	
	signature
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	RETURNED to
	
	Date
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	parent/guardian
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	DISPOSED of medicine
	
	Date
	
	Caregiver/teacher signature
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The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.

Copyright © 2013 American Academy of Pediatrics. All Rights Reserved. The American Academy of Pediatrics does not review or endorse any modifications made to this document and in no event shall the AAP be liable for such changes.

