
                                         OEN         OES         OMS         OHS     

Medication CHECK-IN 

 

Student Name: ____________________________________________ DOB: _______________ Grade: ______ 

Medication Name: ____________________________________________________________________________ 

Quantity: _____________________________________________________________________________________________ 

Medication Expiration Date: __________________________________________________________________________ 

Clinic Staff Name: __________________________________________________________________ 

Clinic Staff Signature: ______________________________________ Date: ____________________ 

Parent/Guardian:  By signing this I agree that I have verified the medication and quantity of the 
medication being checked IN with the clinic staff and I agree the stated information is accurate. 

Parent/Guardian Name: ______________________________________________________________________ 

Parent/Guardian Signature: ______________________________________________ Date: ______________ 

Parent/Guardian Phone # for quickest response: _____________________________________________ 

-------------------------------------------------------------------------------------- 

Medication CHECK-OUT 

Medication Name: ____________________________________________________________________________________ 

Quantity: _____________________________________________________________________________________________ 

Clinic Staff Name: __________________________________________________________________ 

Clinic Staff Signature: ________________________________________ Date: __________________ 

Parent/Guardian:  By signing this I agree that I have verified the medication and quantity of the 
medication being checked OUT with the clinic staff and I agree the stated information is accurate. 

Parent/Guardian Name: ______________________________________________________________________ 

Parent/Guardian Signature: ___________________________________________ Date: _________________  

 

Clinic Notes:__________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 


