
This medication record must be completed:
•	At the beginning of the year for each medication
•	Each time there is a change in the medication (e.g. dosage, administration time or frequency)

This information is used to teach students to monitor their medical information.

Student Name_____________________________________________________________ Date of Birth: ___________________________

Student Phone: ____________________________________________________________ Date of Update: _________________________

Primary Physician: _________________________________________________________ Phone: _________________________________

Secondary Physician: _______________________________________________________ Phone: _________________________________

Group and Policy Number: ___________________________________________________

Medication Dosage Frequency Prescribing Doctor Reason Taken

Any current allergies or medical concerns:

LIVE. ENGAGE. ACHIEVE.  800.486.5860  info@ExperienceCLE.com ExperienceCLE.com
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