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             Children’s Services

NON PRESCRIBED MEDICATION ADMISSION & DISCHARGE RECORD

Child’s Name:










DOB:









Address:




















Name of GP:










GP Tel No:







Known Allergies / Reactions:
  















	Date

Received

or Transferred
	Date

Dispensed
	Name of Medication &
Route of Administration
	Dose in MG 
(as per pharmacy label)
	Strength of Medication
	Number of Tablets or Volume to be Administered or Given
	Location

Of Medication
*See Key below
	Quantity In
	Signatures
	Quantity Out & Location
	Date Out
	Signatures
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Completed by:









Location Key

C
Medication Cabinet















F
Medication Fridge
Witness:


Date:






B
Bathroom Cabinet

















O
Other (please specify)

Please check dosages and expiry dates on all medication received
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