
Medication Pill Count Sheet 
Student Name: ________________________           ​ School Year: _________________________ 

School Name: _________________________​ ​ Student ID: __________________________ 

Name of Prescription: ___________________​ ​ Prescription Dosage: ___________________ 

Doctor: ______________________________​ ​ Medical Order date: ____________________ 

Date Received: ________________________​ ​ Date Prescription Sent Home: _____________ 

Emergency Contact Information: __________________________________________________________ 

Date Time Quantity on 
Hand 

Quantity 
Administered 

Quantity 
Remaining 

Staff Signature 
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