Medication Administration Evaluation District # _____
Name of Student: _________________________________________________ DOB: __________________

Name of PCA: _________________________________________
Date of Supervision: ________________

P=Physical demonstration      O=Oral testing      W=Written testing      C=Consultation      S=Satisfactory      U=Unsatisfactory      N=Needs improvement
	Task/Concept
	Demonstrated by
	Skill Level
	Comments

	Medication Administrations
	
	
	

	      Hand washing
	P      O      W      C
	S      U       N
	

	Checking the label for student and            dose 
	P      O      W      C
	S      U       N
	

	      Gather necessary items
	P      O      W      C
	S      U       N
	

	Remove medication from locked cabinet
	P      O      W      C
	S      U       N
	

	Check label for patient name, time, medication name, dose, and route
	P      O      W      C
	S      U       N
	

	Prepare correct dosage
	P      O      W      C
	S      U       N
	

	Hand student the medicine
	P      O      W      C
	S      U       N
	

	Document name, time, medication, dose, route and person administering medication
	P      O      W      C
	S      U       N
	

	Ensure accurate documentation
	P      O      W      C
	S      U       N
	

	Clean, return and/or dispose of equipment as appropriate
	P      O      W      C
	S      U       N
	

	Lock medicine cabinet
	P      O      W      C
	S      U       N
	

	Wash hands
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	

	
	P      O      W      C
	S      U       N
	


Based on the competencies demonstrated, it is my professional opinion that the individual named above is knowledgeable about and capable to provide medication administration services related to the care plan for the above named student.
Printed Name and title of person who completed observation: _______________________________________________

Signature: ________________________________________________________

Date: _____________________
