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MEDICATION LOG

              Month/Year: __________________________________________Name of Physician Prescribing Medication: __________________________________



Foster/Adopt Home: ____________________________________Name & Strength of Medication: ___________________________________
_______
Child’s Name: ​​​​​​​​​_________________________________________Dosage / Frequency of Medication: ________________________________________

Date of Birth: __________________________________________Reason for Medication: _________________________________________________
Signature and Initials of anyone who is authorized to administer medication, including respite providers:
	Signature
	Initials
	Signature
	Initials
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  Med The following errors must be reported immediately:


A child received the wrong medication 


A child received medication prescribed to someone else


A child receives the wrong dose of a medication


A child received medication that was expired


Administration instructions were not followed


A given medication was improperly stored.





You must document all errors within 24 hours. This includes a child receiving the medication at the wrong time or if the medication is skipped. 





Refer to MS 749.1561, 749.1563





Date/Time of Error:���������____________________________


Date/Time Error was Reported:������___________________


Type of Error:_________________________________


Persons Notified of Error and the resolution:��������_________


_______________________________________________________________________________________________________________________________________





Date/Time of Error:_____________________________


Date/Time Error was Reported:___________________


Type of Error:������_________________________________


Persons Notified of the Error and the Resolution:_____


_______________________________________________________________________________________________________________________________________
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