
Child’s name_________________________________________________  Date_________________________

Medicine_________________________________________ Dosage__________________________________

Physician_________________________________________ Phone___________________________________

Given by__________________________  Dosage given___________________ Times____________________

Any adverse reactions (please specify the reactions noted)__________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Actions taken_ ____________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Parent/Guardian signature___________________________________________ Date_____________________

Director signature_________________________________________________ Date_____________________
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