
Medication Sign In & Sign Out 

 

 

Student’s Name: ____________________________________ DOB: _________ School: ____________________ School Year: __________ 

 

Authorized Medication Administrator 

Initials Signature Initials Signature Initials Signature Initials  Signature Initials Signature 

          

          
 

Medication Sign IN    Date Received/ Amount Received                  Date 

Med & Dose    Initials of staff and witness                Discontinued 

                

                

                

                

                

                

                

                

                

                

 

Medication Sign OUT (FT=Field Trip; P=Parent; SA=School) 

Medication Code Date Out Amt. Out Initials Initials Date In  Amt. In Initials Initials 

          

          

          

          

          



Medication Sign In & Sign Out 

 

Student’s Name: ____________________________________ DOB: _________ School: ____________________ School Year: __________ 

 

Comments (Initial all comments) 

Date/Time  Date/Time  

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    


