MAKE A WAY, MEDICATION
ADMINISTRATION LOG
Prescriptions and Non-Prescription Logs
[bookmark: _GoBack]
Childs Name: ___________________________________					Month: ________________________		

Prescribing Physician: ____________________________					Address/Phone: ___________________________

Medication: ______________________ Prescribed By:  _________________________________ Reason: _________________________________
Medication: ______________________ Prescribed By:  _________________________________ Reason: _________________________________
Medication: ______________________ Prescribed By:  _________________________________ Reason: _________________________________
Medication: ______________________ Prescribed By:  _________________________________ Reason: _________________________________
* Document the time and initial the appropriate space each time medication is administered.
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*Remember to Document:  (1) Child’s full name; (2) Prescribing physician; (3) Medication name, strength, and dosage; (4) Date and time medication was administered; (5) Name and signature of person administering medication; (6) Child’s refusal to accept medication; (7) Reasons for administering the medication  
* Each set of initials should have a corresponding signature.

Signature(s) of person(s) administering medication: 														

	
Signature(s) of Case Manager:  ____________________________________________________________________________________________

Case Manager reviewed for accuracy in home on: 	 _____________________		
					      Date & Initials	         
