St. Mark Christian Montessori School

Building Strong Foundations for the Future

MEDICATION DISPENSE FORM

Child's Name: Date:

Medication:

Prescribing Physician:

I , administered of
(Parent’s name) (Amount / Dosage)
to my child )
(Name of medication) (Child’s name)
at approximately on
(Times to be administered) (Exact dates)

for

(Reason for Medication)

#* Possible side effects to watch for with this medication may include:

** Parent Signature: Date:

é 15 W 455 79™ ST, BURR RIDGE, IL 60527
(630) 986-1100
smc@stmarkchristian.school



