
Child’s Name Date of Birth

Name of Medication: Dosage:

Time(s) to Administer: Start Date:

Route:  Mouth  Ear (R/L) Refrigerated:  Yes   No

 Eye (R/L)  Skin

 Nose  Other:

Name of Medication: Dosage:

Time(s) to Administer: Start Date:

Route:  Mouth  Ear (R/L) Refrigerated:  Yes   No
 Eye (R/L)  Skin
 Nose  Other:

I authorize the staff of the Greater Providence YMCA to administer the following prescription medication or over-the-counter 
medication to the child named above. In addition, I will provide a list of potential side effects, obtained at the pharmacy, for prescription 

medications.

Parent’s Signature Date

MEDICATION ADMINISTRATION LOG

Staff Use Only - please complete each time medication is administered to this child.

DATE TIME MEDICATION DOSAGE STAFF INITIALS NOTES

YMCA of Greater Providence 

Medication Administration Form
All medications must be in the original container and prescription medications must be accompanied by a physician’s order (which may include the label on the medication bottle).  


