Rock- Walworth CFS, Inc. Head Start and Early Head Start
Medication Administration Observation Form                             
Name of Child:  ______________________________________                           CC: _________________________ 

Month: ________   Teaching Staff:  _______________________________________   Authorization on file   □  

Medication: ______________________________        Current supply of medication expiration date: _____________

	Date 
	Time given 
	Teacher initials
	Concerns and Observations/Comments regarding unusual behaviors or demeanor after administration of medication
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