
Medication Administration Record (MAR)
Name of Student: ____________________________________________ DOB: ____/____/____ Site: _________________________________ School Year: __________

Teacher: ______________________________________ Name and Dosage of Medication: _______________________________________________________________

Medical Concern: ___________________________________________________ Medical Expiration: ____________ Route: ____________ Frequency: _____________
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Directions: Initial with time of administration; a complete signature and initials of each person administrating medications should be included below.

INITIAL SIGNATURE (of person administering medication) DATE / COMMENTS

1. ________ _____________________________________ ____________________ / ____________________________________________________________________________________

2. ________ _____________________________________ ____________________ / ____________________________________________________________________________________

3. ________ _____________________________________ ____________________ / ____________________________________________________________________________________

4. ________ _____________________________________ ____________________ / ____________________________________________________________________________________
White: Med bag/lock box Yellow: Nurse Revised 4/9/2021


