Monroe County Intermediate School District

Receipt of Medication Form

Name of Student: ____________________
Grade:_________

Teacher:___________________  School:_______________________
Delivery made by:   Mother____ Father___
Other:_______________
Medication: ________________________     Quantity: ________
Medication: ________________________
  Quantity: ________
Date received:______________________

Is this a change in dosage?  Yes____
   No____

Does this require a change in administration?  Yes____
No____

Quantity verified by:

Parent/guardian/witness: ________________________________________







Signature

Staff Member: ______________________________________________







Signature

