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Full of Beans Holiday Camps 
Medication Administration Record
October 25
This record must be completed each time medication is administered. Only the Camp Manager or authorised staff member may complete this form.
Child Details
Child’s Full Name: ___________________________________________________________________________________
Date of Birth: ___________________________________   Camp Dates: _____________________________________
Medication Details
Name of Medication: ________________________________________________________________________________
Dosage: ________________________________   Time(s): ____________________________________
Storage Location: ___________________________________________________________________________________
Parent Consent Form Checked: ☐ Yes  ☐ No
Administration Record
Date  ___________________________________________________________________________________
Time    ___________________________________________________________________________________
Dose Given    ___________________________________________________________________________________
Staff Initials  ___________________________________________________________________________________
Second Checker  ___________________________________________________________________________________
Notes (e.g. refused dose, side effects) ___________________________________________________________________________________
___________________________________________________________________________________
End of Camp Handover
☐ Medication returned to parent/guardian on: ____________________
Staff Signature: _________________________   Parent Signature: _________________________
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