RECORDING FORM

Code No. 507.2E2
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Signature Person Administering Initials Date Signature Person Administering Initials Date
Use one sheet per medication/health care Amt,
Rcvd Date Disposition Date
Write time, cross off and initial A=Absent Depleted
X=No School Discontinue
Sign and date at bottom only once to E=Error, not Returned
identify initials administered, Destroyed

Enter additional comments on back.

Comment on back,
and file incident
report




