	PRESCRIBED MEDICATION ADMINSTRATION SHEET 


	Name of Young Person: 
	D.O.B : 


	Date medication was prescribed:

	Name of Medication: 


	Period of Treatment :
	Allergies 

side effects( read pamphlets): 



	Conditions e.g. before food, after food, with water:

Route: 
	Medication Prescribed for ( e.g. stomach-ache, flu,)  
	Prescribed by/Address/Telephone:



	Strength: 


	Frequency : 
	What time?: (____AM / _____PM / _____Night)  

Tick as appropriate

	Date Medication started :
	Date Medication Stopped : 
	Date Medication Disposed of : 


	Date 
	Time
	Opening Quantity
	Dosage /Amount Given 

Mg/ Tab/Spoon
	Balance in tablets/ml/mg etc
	Sign
	YP sign (over 11 years old)
	Remark/Code

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


