
Monthly Medication Monitoring Report
Month_________________ Year_________
PLEASE ATTACHMEDICATION/PRESCRIPTION INFORMATION FROM PHARMARCY TO THIS MEDICATION LOG
	Child’s Name:


	Physician/Psychiatrist’s Name:


	Physician/Psychiatrist’s Phone:
	Pharmacy:

	Rx Number:
Medication Name:
	Medication Strength/ Amount: 
	Directions: (Dosage, Times Per Day, AM/PM)


	Address

Phone:

	Date Filled:
Time Filled:
	Expiration Date:


	Count at Intake: 


	Count at Refill:
Carry Over:

	Reason for Medication:

	Medication Type:  __ Pills __Capsule

__Cream/Lotion __ Inhaler __Liquid __Patch __Shot  __Spray  ​__Other
	Rx Changes:
	Labeling Errors:

	Potential Side Effects: 

(Attach
	Date First Given this month:

Date Last Given this month:
	Date of Change/Error:
	Change/Error corrected by:



	Signature of Person Administering Medication (sign and initial thereafter)
	Date
	Actual Time Given
	Amount Given
	Amount Left
	Signature of Person Administering Medication (sign and initial thereafter
	Date
	Actual Time Given
	Amount 

Given
	Amount Left

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


     NOTE: Log child’s refusal/errors in administration by putting an R for refusal or E for error in the “exact time” box, and give an explanation on the back of this form. If it is a medication error, you MUST complete the Medication Error Report. 

