3fCCMS Scheduled Medication/Treatment Record

MEDICATION/TREATMENT INFORMATION
e To be completed for ALL SCHEDULED medications and treatment
o Parent too complete - one medication / treatment per form
o Parent & Supervisor to review at month end and then to be filed in students personal file

Child Name:.........cccoii i s Date of Purchase:... e,
Medication Name: .............ccoouvueiiniieiniiniinieisienaincns DOSage: ......eueieiii e s
Description (circle one): liquid inhalant other
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When does Child Need MediCatioN? ....ccoi i i e rrsssrrasssresssrensssrenssrenssrrsnssrensssnssres

Administration Instructions:

I release (CCMS) and it’s employees from any liability, however caused, arising out of administering, of failure to

administering, or failure to administer, the medication provided herein.

This is to remain in effect from fo , unless otherwise notified in writing.

(start date ) (end date)

Signature: Date:

Medication treatment schedule
parent/guardian to fill out dates

Date given | Dosage to | Initial of dosage Times to be given Faculty signature
(parent to fill out) give prepared (parent to fill out) (Lead teacher)
(parent to fill out) (CO teacher)

Supervisors Signature When Reviewed: Date:




