. MEDICATION ADMINSTRATION RECORD

(A separate authorization is required for each medication) also known as”Medication Permission Form”

Child Care Cent;er

, glve permission for

L

Parent
the following medication;

to give
Full First & Last Name

Medication:
Amount/Dose:

" Time of Dose/Frequency:
Route of administration: TOral  UORectal OTopical Olnhaled OEye/Nose/Ear  IOther:

Start Date: End Date:
Reason for Medication:
Possible Side Effects:

Physician Signature (for Over the Counter Medicaﬁon):

Parents Signature:

Give medicine only if you can answer yes to all questions below.

No
No
‘No
No
No

Is the Medication Administration Record complete? O Yes

_| Is the medication in a child-resistant container? O Ves

Is the original prescription Iabel on the medication container 0 Yes
Is the child’s first and last name on the container? (W}
a

Is the dete on preseription current?
(Within the month for antibjotics and within the expiration date for medications which are

s0 Iabeled; within the year othermse7)

Yes
Yes

0o0oo|D

Monday ° Tuesday Wednesday ' “Thursday Friday

Dose
Date
Time

Commexts

Monday - Tuesday Wednesday Thursday Friday

Dose

Date

Time
Initials
LComments

Teacher’s name (signature/initials) Teacher’s name (signature/initials)

Unused medication: Date retumned to parents
Place this form in child’s file when medication is finished.



