
MONTESSORI SCHOOL OF NORTHERN VIRGINIA 
6820 Pacific Lane, Annandale, Virginia 22003 (703) 256-9577  fax (703) 256-9851 

 
DAILY MEDICATION RECORD  

(TO BE COMPLETED FOR ANY AND ALL MEDICATIONS) 
 
Child’s Name:_______________________________  Today’s Date:_______________ 
Illness/Condition:____________________________ 
 
Medication (please specify product name): ___________________________________ 
Prescription: ______   Non-Prescription ______   
 
Dosage:  Amount:___________   Time(s) to be given: __ _________ 
Length of Treatment: __________ Proper storage: shelf _____   refrigerator _____ 
 
Time of last dose:________ 
 
Special Instructions:________      ___________________ ______________________ 
 
Adverse Reactions?  Y_____    N _____   If yes, explain ________________________ 
 
PARENT SIGNATURE:____________________________________________________ 
Daytime Telephone:  _________________________   
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
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Parents must be notified immediately of any adverse reactions to medication administered and 
any medication error. 
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