
  

SCHOOL HEALTH PROGRAM MEDICATION CLINICAL SERVICE NOTES:  
August __________ - January __________ 

 
                                                                              

Student’s Name:  Date of Birth: 
 

School: Teacher/Grade: Diagnosis: 
 

Medication: Dosage & Route: 
 

Date/Time/Initials Of Person 
Transcribing Order: 

Time & Frequency: 
 

Allergies: 
 

 
Aug 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                
Initials                                
Code                                
Sept 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  
Time                                 
Initials                                
Code                                
Oct 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                
Nov 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  
Time                                 
Initials                                
Code                                
Dec 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                
Jan 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                

 
Medication Codes 

A:  Absent 
D:  Discontinued 

E:  Early Dismissal 
F:  Field Trip 

GS:  Medication Given; 
        See Medication 
        Notes 

GT:  Medication Given; 
        Tolerated Well 
M:    Missed Medication 

N:  No Supply  
R:  Refused 

S:  See Medication Notes 
W: Withheld Dose 



  

SCHOOL HEALTH PROGRAM MEDICATION CLINICAL SERVICE NOTES: 
February __________ - July __________ 

 
                                                                              

Student’s Name:  Date of Birth: 
 

School: Teacher/Grade: Diagnosis: 
 

Medication: Dosage & Route: 
 

Date/Time/Initials Of Person 
Transcribing Order: 

Time & Frequency: 
 

Allergies: 
 

 
Feb 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29   
Time                                
Initials                                
Code                                
Mar 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                
April 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  
Time                                 
Initials                                
Code                                
May 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                
June 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  
Time                                 
Initials                                
Code                                
July 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Time                                 
Initials                                
Code                                

 
Medication Codes 

A:  Absent 
D:  Discontinued 

E:  Early Dismissal 
F:  Field Trip 

GS:  Medication Given; 
        See Medication 
        Notes 

GT:  Medication Given; 
        Tolerated Well 
M:    Missed Medication 

N:  No Supply  
R:  Refused 

S:  See Medication Notes 
W: Withheld Dose 



Copy this page on the back of the Medication Clinical Service Notes. 
Print Name Signature (with credentials) Initials 
 
 

  

 
 

  

 
 

  

 
 

  

 
Date Medication Notes 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

 


