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EMERGENCY MEDICATION LOG


STUDENT’S NAME: 

  BIRTHDATE: 
    GRADE:  ________    ROOM: 


MOTHER: 
 PHONE: 
 FATHER: 
 PHONE: 



EMERGENCY CONTACT: ____________________________ PHONE: _______________ SCHOOL NURSE: _____________________ PHONE: 

	Date
	Time
	Medication
	Dosage
	Route

  (e.g. oral, 

  rectal,  

  inhalation,

  etc.)
	Type of emergency - describe event (note any unusual circumstances e.g. severe seizure, anaphylaxis, hypoglycemia, respiratory distress, etc.)
	Outcome 

(e.g. home, 911, etc.)
	Initials

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Signature of Staff Providing Care
	Initials
	Signature of Staff Providing Care
	Initials
	Signature of Staff Providing Care
	Initials

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	






            Nursing & Wellness Program





 


 





	     Attach this form to the student’s daily medication log
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6/10 – dp


Medication     








