
Kids Crossing Medication Administration Log 

 
CHILD’S NAME: _________________________    Foster Home: _____________________________    Month/Year: __________________ 
 
Complete Name of Medication: ___________________________     Prescribed Dosage: _________________________________________ 
 
Prescription Refill Date: ____________________  Name of Doctor Prescribing Medication: _______________________________________ 

 
Please initial the box each time you give the medication!!!  EXACT times must be noted!* 
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(PM) 
 

                               

Initial                                
 
Time 
(Bed) 
 

                               

Initial                                
  
Required Provider Signature: _______________________________________  
Team Coordinator Signature Acknowledging receipt of form and accurate completion:_________________________________________ 
Date form is placed into the child’s file: ___________________ 
 
*Please observe child while taking medication.  Continue to observe child for a short time after dispensing medication.  If you believe child 
is trying to avoid swallowing his/her medication, please report this immediately to your team coordinator. 
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